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Ke National Institute o-n Alcohol Abuse and Aleoholism ('NIAAA)tan:i the Na-
tional Institute on Drug Abuse (NIDA) reccgmze the vital role of the physician
w- in.the diagnosis, tréatmett, and eferral of pat:ents with substance abuse dwdrd'ers

Ph}rsu::an education in alcohol and drug abuse is of critical importange in our efforts '

*  to combat these rpajor medical problems.. . . c

. In order to supporl medical school faculty in the:r efforts’ to make substarice

ks

-abuse education an integrated, effective part of the curriculum, the Health Profgsmns )
Education [(HPE) ‘Project was jnitiated- by the Training Branch of NIAAA in co- ;
operauon with NID.A, ‘In response to the cnt;?l neéd, for useful information in alcohol

and drug abuse inst ctlon the HPE Projeft conducts a two-pagt effort to collect
existing educational resources and make them available to health professions educatars
¢ through the National Clearinghouse far Alcohol Information { CALL ' d.ata base and
to develop curriculum’ materials of specific use to medical edu wn in instruétional

' planmng L. s .

+ T k] . '

This volume_ is one of a series of publieations for use in designing substance abuse
instruction and is offered to the medical education community in the hope that it will
be a valusble resource in prepasing physicians to treat alcohol and drug abuse

disorders. - ‘ L - § ‘
) s " LoraN ARCHER, Acting Director,
A ) . *National Institute on Alcohol r
. Abuse and Aleoholtsm
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7.

he major goal of this, monograph is to pro-

vidé a guide for psychiatric faculty in teach-
ing’ the subject of substance abuse (alcohol and
other drugs of misuse) to med1cal students. This gutde
explains and summarizes the core material that the au-
thor and reviewers considér to be most iniportant tor
the student to learn and contains a list of curriculum
materials and 2 selected bibliography aith explana-
tionis for the seléction of these materials,

As with every guide, the subject to be taught shoul

) first be defined. Unfortunately, we are at somew

a disadvantage with the subject of substance abuse or
Substance Use Disorder. The definition of Substance
Use Disorder, as classified in a separate category in the
Diagnostic and Statistical Manua! of Mental Disorders
{DSMMII) {American Psychlatnc Association 1980},
lists numerous criteria but does not specify the mini-
mum number required for diagnosis. Therefore, while
the following definition of Substance Use Disorder will
not be acceptable to all psyctuatrists and other physi-,
dians, it does contain eSsential feapires of the cr:tena;
listed for thg diagnosis in DSM 1l Thus, a patlcnt is
said to have a Substance Usg Disorder if the use of the
chemical pertams to any one of the five fajlowing
major areas: (1) mterfermg with employment or per-

formance as a student, (2) creating problems in the,

family, {3) causmg difficulties or having a significant
effect on relauonslnps with friends, (4} c.ausné legal
problems; such as driving while intoxicated (DWI). or

\

+ sate for the unavaila;bility of a patient for a specific,

subject), it would probably be impossible to achiove
the teaching objectwes It is important te introduce
successfully treated substance abuse patients to the stu-
dents carly during the course of their medicatl school
careers. Most faculty members are familiar with the
negative pictures that substance-abuse patients present
to medical students in the emergency room and medical
wards of large general hospitals. These patients are
either terhporary treatment failures or have never
sought help. With this exposure, the medical’ student
frequently develops a pessimistic and a negative atti-
tude toward this patient population unless impressive
treatment successes are introduced as teaching cases
during the initial part of his or her training. Most of +
the recovered successful patients are only too happy to
participate in this teaching exercise with students if

they are asked to do so. Organizations such as Aleo-»

holies Anonymous (AA), Al-Anen, and Narcotics
Anonymog: (NA) ganbe extremely helpful in enabhng
the psychiatric faculty to fing, successful patierits for
participation in the teaching gxercises.

I; should be noted that the author of this mono-

graph believes that physicians in clinical praguce should

be capable of both diagnasing and treating the great
Fmajorimﬂce abusers without hating to refer
ychi

them to ists. Keeping this opinion in mind,
the core material for the psychfatric teaching of sub-

. stance abmse to the medical students may be divided

traffic accidents, or (3) resulting in medical problems, > intd eight specific objectives: ‘-

such as alcohol gastn tis. L

Bef ore we consider the subj ject material that should
be regarded as the core of knowledge to be taught by’
the. psychiatric faculty, it must be emphasized that
avgilable patient populations with Substance Use Dis-

orders are essential for the adequate teaching of this

subject Without the'help of “live” patient presenta-
tions /in a few cases, audiovisual tapes may compen-

. L To teach the medical student to empathizé with~

and offer an optimistic expectation of freatment
surcess when attempting to help the patient with
substax\ce abuse.

-

s

2+ To be able to 1denm? the major types of psyl:éo- ¥

dynamic mechams and the psychologic symp-

toms*that may subsequently lead to substance abuse '

as well as the psychologic consequences of substance

\ ‘ *r
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abuse; variations and effects of cultural attitides as
well as genetic aspects will be presented as part of
this objective.

. 3. Toheable to dlégnose the early phases pf substance

abuse; to be able to decide which patients require
referral for psychiatric therapy or to specxallzed
rehabilitation programs.

4N To define the essential elements of the therapeutic .

relationship and to learn the techniques of early
inteyvention and treatmeht, *

5. To be able to ufe a variety of treatment technig

for‘the acute and chronic phases of alcohol and dzi

Yabuse including essential community resources such

as AA, Al-Angn,"and NA, as well as the medical
management gjncluding copnseling, use of disul-

-
*

firam, etc.) that will help the substance-abusing
patient to become abstinent and improve the quality
of his or her life; to feel comfortable using the team
approach with staff of other disciplines and lay
personnel and to be able to deal effectively with.
special minority group problems.

. To be able to aid in the intervention and treatment

of the physician disabled by alcohol or“drug abuse.

- To be able to diagnose and treat substhnce-induced

organic mental disorders. -

To learn about different methods of prevention in
relation to the spread of substance abuse within a
community; to be able tq sort out the genetic, socio-
logic, economic, and legal factors that may increase
the incidence of substance abuse. b



Chapter 1 '

Developlng Positive /AttltUdeS Toward
Substance Abuse Patients . .

Since? many medical students have alfeady de-
veloped a prejudiced picture of the substancg-
abusing patient even before entering medical schaol,
it is essential to addtess this attitude during the initial
teaching ‘of this sub]ect If student attitudes are not
faced at the outse®. then the subsequent teaching of
both objectwe and subjective material on substance
abuse will-have much less impact on thern. Even ifthe
learning process were not inhibited by a negative at-
tifude, the treatment.ofe patient upon whem the stu-
dent Jooks with disfaver”would be 1mpam:d There-
fore, first, it is essential to teach,the ftudent to consider
- the medical importance of substance abuse as well as
how to empathize with and offer an opti{"nistic ex-
pectation of therapeutic success in treating this pa-
tient. Psychiatric faculty should have the responsibility
and opportunity to accomplish this-goal during the
first vear of medicat school training.

A; Tulane University School of Medigine, the sub-
ject of Substance Use Disorder is introduced in the
freshman \ear in a course tittedd lluman Behavior. (At
" gthier medical schools, this course mav be called Be-
. havioral Science or Psschdlogic .\spects of Medicine.).
" The main teaching modalities include the use of article
presentations by students in small discussion groiips of
8 to 10, a “live” interview 'with ontpatients involved in
married couples therapy, presentations with members
of A\, Al-\non, and N.\, and audiovisual tapes of an
interview . with former substaﬂce-abusmg physicians
and their spouses. .

The importance of the subject of Sﬁbstanr,e Use
Disorder in hospital practice is emphasized by the stu-
.dents' presentations of articles reporting the very high
rate of alcoholism in hospital walk-in clinics (28 per-
cent',” emergency rooms (38 percent), and general

™ haspital ward patients (32 percent in-male and & per®

cent in female patienti() Zimberg 1979, Barcha et al.
19681, For private outpatient settings, the survey of

1

+

farily practitioners by Werkmau and his colleagues
{1976} is used to demeonstrate that alcohohsm is not
only among the three most common psychiatric prob-
lems encopntered in medicai practice {marital prob-
lems’ and depression are slightly moré frequent; but
also the most.difficult to treat. Next to the subject' of
matital counseling, the phy®icians desired more infor-
mation on aleohol and drug use.

~ While sn:essing the u:?qportame and frequency of
substance abuse in futurk patient gontacts, the ptesen-
" tations also emphasize the warning signals as well as
t the frequencyiof these problems among physiciens
themselves, A handout listing the possible predictor
symptoms for later development of substance abuse
(see appendix A), modified from a Medical World
News report (1979), ls used for discussion of the
lmpa:md physician. . .

For self-analysis of the medical students’ attitudes
toward substince abuse, three ,survey papers are
introduced at the small group discussions (Fisher et
al. 1975; Chappe! and Schnofl 1977; Mendelson et
al. 1964). These surveys chow £hat, as freshman stu-

~ depts agvance’in medical school, they develop inéreas-
ingly negative attitudes toward alcoholics. This nega-
five attitude worsens as the students graduate and
become members of house staffs. Without adequate
preparation and’ training in the field of substance
.abuse, the majority of medicdl students are likely to
Have mainly negative experfences with substance
abusers. It is the chronic treatment faihlre ‘who re-
peatedly returns to the emergency room and walk-in
clinic at the general hospital where the students spend
most of their clinical time. In these surroundings, it
is quite unusual to see a successful treatment case. As
a result, the student may not only develop a dlstaste-'!
ful attitude toward substance abusers, but also acqu:re .
a very pessimistic opinion about the prognosis. Presen-
tation of theses papers and open discussion about

-

o




attitudes should ferefore be initiated ‘at the start
of this course. .

The likelihood of negative experiences with the sub-
stance abuser§n the general hospital makes it essential
that outpatiends who are treatment tuccesses be intro-
duced 1o the students during the freshman year. These
outpatient cnntacts are found to be much more positive
experiences than inpatient contacts and are preferred

A"

. <%

-

positive zmd optirhistic attitude toward substance
¥

_ abusers. - . ; .
If possibie, faculty members from other departme:lts

* should also be invited 1o t’hese sessions. It has been our _

experidnce that teachers ift other specialties will also
have an influgnce, Gr better or for worse, on student

attitudes toward patihnts with problems of alcohol or

drug abusé. We have fdﬁnd #t useful to collaborate with

by a s:gmﬁcanﬂv greater number of medical students, < other departments within the medical %school in pre-

even in other aread of psychiatry (Eagle and Marcos

19801. Local substance abuse clinic facilities as well as .

AA, Al.Anon, and NA cooperate by providing many
recovered substance abusers to participate in teaachmg
demonstrations. We have been continually amazed at
the extremely positive responses of thede community
facihities and the patients. There is a reciprocal, bene-
ficial relationship that results from an open histo

presentation in flont of the patient and any family
members who are avhilable. As the students learn from
active participation d'ﬁring the process of asking quey-
tions, the patients appreciate the obvious attention and

concern devoted to them, This leaming process with

s personal exchange betw een student and patient
(helps the student to develop a more sensitive approach
to the patient and his or ker ftelings. The presence of

a patiert helps 10. humaimnze the sub;ect of substance .

abuse (Linfors and Neelon 1980). .

If a spouse of the substance abuser is avaulable for
the presentation, it may be an even more meaningful:
experience for the students. Listening to a wife or hus-
band explain that the children are no longer tense vr
resentful and that warmth now exists-where prewously
there had been only rebellious or sullen anger ¢can have
“a dramatic impact on the students. This lype of out-
patient learning experience gives the stlyent a more

senting psychiatric or clifiwal aspects of topics within
Lhe;r cutriculum that are celated to substance abuse.

- In addition to “live”” patient presentations, a 52
minute audiovisual tape entjt]ed “Alcohol and Drug

. Abuse Among Physicians” is presented to‘the entire

freshman class, which then divides into small groups
for an additional hour to discuss the film {see Anno-
tated List of Curriculurn Material). The film consists
of an interview with two ph)sm:ans and their wives
that was conducted before a previous freshnian medical
student class. The physicians, both successfully treated
for substance abuse, perrhitted.the use of their last
names in the film, allowing a very courageous, ho_ne'@t
exposure of their past problems with drugand alcohol
abuse. The mény questions from the students are

. answered candidly by the two physicigns and their

wives. This film not only serves fo convey an optimistic
attitude toward recovery, byt also helps the freshman
student to id emﬁy morexclosely with the patient, learn-
ing’ that anyone,‘hircn someone ke himself or hetself,.
can become a substafce abuser, o

“ These objectives are not only worthwhile but attair-
" abjej jt has been shown that attitude change in medi-
¢ dents js a.rcasonable goal and that .positive _

can be sustained over a prolonged pcnod of

@\hller etal. 1980).

ot

~
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_ Aspects of Substance Abuse .
] :
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Chapter 2

Psychologic, Cultural and Blologlc

.

Y -

Having' devited the ifitial effort in, teaching’
substance abuse to the aftitudinal orjentation

of the student, it is then appropnate for the tedcher
to turn to the didactic aspects of this subject. The four
pritnarpgoals that should. be addressed in this section
are: *

L

1. To identify the major types of psychodglamlc

mechanisms and] the personality problems that may §

subsequently lead tp al¢ohol and drug abuse.

2. To describe the psychologlc comequences of sub-
stance abuse. - - - SIRIC

-

3, To explain the effects“of cultural. atritudes upon
the Qeglopment of substance abuse.

b

L]

Development of Alcohol and
. Drug Abuse ‘

There is no single psychodynamic. fomaulation or
specific type of personality disorder that,can explain
the development of all substance yse\ disorders* (Wes-
termeyer 1376a, Knox 1978). Howe-et, in st of the
cases, the denial mechanism play a majar role. An
adequate- explanation"of this psychologis mechanisin
of $élf-deception may sene to dacrease some of the
sfudents' future frustrations in duahng with substance
abuters. The use of analogies cdh be_helpful in illus-

trating the denial mechanwm for exa.mple,‘g:ornpanng ,

the patient with a pathologic denial mechanism to a
race horse with blinders on to dearease the noise and

the other Horsés and_ the crowd i in
order to concentrate on the one goil q’i crossmg the
filish fine first. In the case of the person WIth a drink.
ing pmblcm the denial mefhanmh represeaits the pa-

" f!

Psychodynamic Mechamsms and .~ .. ?
Personality Problems Contnbutmg to the .

- !' b
4, To pomt Qut the potential unportance of genetic
suséeptibility. ~ o
f - o

These goals should be mtroduced during thls part of
‘the course in ‘order to provide a balaneed representa-
fign gf the intrapsychic, interpersonal, cultural; and’
genetic forces that can result in a‘substance use prob-
Iexp Ideally, this section on eticlogies s!)ould be
taught during the so ore year or no later than the
junior year. Unlike tfe attitudintl material in chap-
ter L, the material in this section can be presented be-
fore large groups of students; in mariy medical schools,
the sophomore year pzqvldes the opPortunity to have
large groups ofwtudents ava.ilable:at one time.  *
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tient's Blinders, which serve to ward off.dn{ insights .

that may mter'fe}e with the major gaal of going on to
the next drink. Mihimizing ‘the seriousness of the
drinking problem becomes an essential part of the,
panents onentano:ﬁto the enuronment\
. Lo -, N
Or! fasmnaung‘aspect of the' demal mechanism is
h:ghhghted by a research survey on cigatette smokmg
(Kazlowski 1980). While 63 percent of highly moti-
vated cardiac patients in one study reported that they

. noﬁongé? smoked up to }8.months.after their last heart
' .attack ufing a\sys showed that one-hith of-these pa-

gegts were still

mokmg In this sxfuauon, the- denial
qp,parently chariges Ba conscious, embarrassing dis-
. “toction i order to avoid a negative response from the
climuan ‘A similar study was performed 1n alcphohcs

-\ ; .
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whose urine was assayed for alcoho! while they were
visiting a medical clinic; 52 percent of their reports on
drinking were unrehable {Orrego et al. 1979}. These
patients, who did not realize that their urines were
bersg evaluated for alcohol, denied any alcohol intake
during the preceding 24 hours. Instructing the student
on how to approach the denial mechanism in a sensi-

tive,manner while taking an adequate history will be -

described in some detail in the next-section.

The learning théory of chemical dependency; with
anxiety leading to drug use and a subsequent Teduc-
tion in anxiety, is another concept that should be pre-
, sented as part of this seelion. Therelief of anxiety {and
subsequent pogtive remforcement) by alcohol or ine
jectable nagcotics may be immediate, as contyasted
with other adaptive techniques for relieving anxiety,
and repetitive practice can gesult in overlearning this
habit. This conditioned onse is maladaptive and
may result in negative, anyietysperpetuating responsds
by family, employer, and bther social contacts, leading
to a vicious cycle of anxiety increase—»alcohol in-
trease—srelief of anxiety by excessive alcohol in-
take-ssocial disapproval—sanxiety increase,

The psychodynemic forpulation of the overindul-
gent mother and the resultant excessively demanding
child does apply to some patients, and therefore this
concept should be_reviewed. In early life, immediate
soothing of the,infant by early pacifying could pro-
_ duce dn lmpulswe individual who later reacts with

frusteation and anger to attempts at delayed gratifica
- tion. The use of alcchol o pacify tHe discontent may
also be inf@rpreted as.a hostile act to spite family and
fnends From the viewpoint of some analysts, the sub-
sequent alcoholic debasement satisfies the gulltﬁbﬁ&ed

in-the_ patient for hie hostile alcoholic acts against

-

Some of the older’ personality theqfies that were
proposed as etiologies of substance abuse, such as pas-
sive.dependent or narcissistic personalities being more
likely to dex;k(p problems with chemical dependency,
have not been corroborated in a humber of studies of
these patignts (Westermeyer lg?ﬁb). Although some
psychologic factors did appear mqre frequéndy in the
substanoe-abusmg Rroups 15 to 20 years prior to ad-

ion to treatment centers (the MMPI was admin-

red during the college years), no consistent per-
scmality patterns were more apparent in this group
than in a control group, (Hoffman et al. 1974). These
substance abusers, when compared with their cantrol
peérs, were more likely to desire independence in ado-
léscence or to be rebellious, were more impubive, were
less Likely to share decisionmaking with a group, and
were more likely to have experimented with alcohol
and drugs during adolescence with an accompanying
low seli-esteem. However, evaluation of their adjust-
ment at college did not show any more serious mal-
adjustment during the titne of testing than did that of
their comparative peer groups. Similar findings have
been reported in heavy drug users (Goldstgin and Sap-
pington 1977). A study of MMPI profiles, which had

been administered to all entering freshmen priof to any

s:gmﬁcam dmg use, compared heavy users of mari-.
juana and hallucinogenic drugs with a non-drug-using.
group. Those who later became drug users appeared
to have less ego strength, to be Jess
pulsive, and more resistant to authority, and1ess likely
to learn by experience than the control group. How-
ever, the MMPI profiles of both groups were within
normal limits. Presentation of these data may enable
the medical itudent to understand that chemically de-
pendent patients, when gbstinent, are not that differ-

. the people wh jnterfere with his immediate gratifica-
tion. Although this type of formulation does not apply

for many substance abusers, it can serve as a therapeu-

fic guideline for those patients who fit the description.

ent from the remainder of the patient population;
‘thus, it may not be appropriate to generalize about the
“antisocial” personalities of fubstance abusers. It
should also be pointed out to the students that there

14
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are several subgroups of substance abusers who are
upable to abstain for 1 year or more, those patients in-
clude skid row alcoholics, those with organic .mental
disorders associated with substance abuse, and others
with deteriorated perionalitis.

The relationship betwéen substance abuse and de-
pression does haye clinical importance, and this not
infrequent association should be presented to the medi-

real stndent. One of the most difficult cli prob-
lems in substance abuse is attemnpting to differentiate
. primgry from " secondary depression in a substance
abuser. Substance abusers have a very high incidence
of depressive symptomatology secondary to the de-
pressan% effects of the chemical, the deterioration of
fifestyle, the loss of eapingful. relataonshnps, and
other em-:ronmental capises. In these patients, we may
find eMdence of 2’ primary affective illness that either
preceded the onset of the substance abuse problem or

F’sychoioglc Corisequ7|jcé_é of.

Substance Abuse

It is impoftant to show the student ot only,that
psychologic problems may contribute to the de %oP

" ment of a Substance {"se Disorder, but also that the

alcohol or drug abuse problemn results in additional

psychologic, trauma and deterioration, Thys, some of ;

the personality chatacteristics and psychologic prob-

" lemhis” displayed by the phtient may not have been

present at the outset of the drug or alcohol problem.
The hest example of this concept can be seen in the
severe pcrsonahty changes and p&}chologlc conse-

quences ‘of chronic substance abuse in the skid row -.

or revolving-door alcoholic (Brisolara et al. 1968),

. After many years ofalcohol abuse ‘as well as many ar-

« rests for drunkenness, this individual has developed

" pathologic low sclf.esteem, an inability to identify with

t

appears to be a'distinct, separate problem from the
chemical dependency. The patients may be using al-
cohol or drugs in an attempt to ali®iate or temporarily
obliterate the dysphoric symptoms. If one is able to
elicit a history of a seyere depressive ‘episode occurring
months after the pat:ent has initiatkd complete ab-
stipence and without any other significant environt
S(ental changes then the diagnosis of a primary af.
fective illness is more Jikély, panticularly if” there is.a
family history of affective disorders. The therapeutic
importance of délineating these two types of affective

L]
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problems has been conciskly summarized by Schuckit * &

(1980a). .

3
Tse and possible stbsequent misuse of drugs for
other psychological symptonts such as phobic prob-+

“lemns, situational social anxieties, ové'reaung, and sex-
+ ual inhibitions shouldmlso be mﬂewed during this part

‘of the course.
.

any segment of society except his felldw bowtle com-
panions, pitiful unrealistic optimism aboug the future,
and inc d distrust or emotional isolation, as meas-

- ured by the ¥Psychiatric Evaluation Profile. (PEP).

Manty of these alcoholics have no difficulty in admitting
their drinkipg problem, but the denial mechanism may
become very inappropriate in regard to future pians
and expectations. The mappmpnateness of the denial
mechanism may be exacerbated by the freduent pres-
ence of alcohol-induced organic mental disorders in
this population.

The specific type of substanice abuse may also have
some effects on personality trafts. The more illegal
the drug, the more r.onsuous deceit the patient must

-
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* avod abrupt c
Qp symp:omatology may prove to be anx:ety-rehevmg

‘e n obtathing and self-administering the drug. s

aresult, it is not unusual to find chronic nafeotic or
speed usSers dsspla'}ung more manipulative personal-
ities_ and mote suspicious atitudes foward the typical

} repmaeniatwes of society, including physicians. If one

regard® trust as the'cornerstone of the therapeutic refa-
tionship, then the difficulty in treating these patients
becomes apparent. The sn%dem has to learn that he
may frequently requirz help from other community re-
sources,guch as specialized impatient services or NA,
in treat'hg\thase patients )

The 1d'ng-terfn ch‘emlcal dependency withdrawal
effects, off what has been labeled “The Protracied
Withdraws] Syndrome,” shou]d be reviewed as part
of thi discussion (Kissin 1979; Gallant in press). This
syndrome consis? of such physiologic Yariation as res-
plrauory)rregulanty, labile blood pressure and pulse,

impairment of €low-wave sleep, decrcase in cold-stress
response, and psychologic ¢ nts of spontaneous

anxiety, deprcss;‘vee episodes or no appareny, reason,
and eyen transient psychotic reactions. Brpchem:cal
changes including decreased norepinephrine and testos-
terone and diminished tryptamine metabolism and
growthr hormone response have been described in the
iiteraturd {Kigsin 7979;. This syndrome has been re-
ported as lasung from | month to more than ! year.
For the dmgrosis of this syndrome, it should be de-
termined that the patient did net have a combination

of these symptoms prior to abstinence, and ne meta- -

bohe 8 psychologic causes for the behavioral and emo-
tional’ abmérmahties should be apparent (except for
the abstinence from afcohol;. Cogmtwe performance
may be impair®d, and the patient may show no signif-
icant improvement”during the first month of wuh-
drayal {Eckardt etal. 1979}. §'herefore, the p

should move cautjously in treating this patient and
ontallon therapy. Explanation of

~

to both the paticnt and. his family and may help to
avoid a chemical dependency relapse.

The peculiarities of “alecoholic blackouts” and
“pathologic intoxication™ with sociopathic bellavior

{ Alcohol Idaosyncranc Reaction in DSM 111} shoufd
be emphasized {Qallant in press; Thompson 1963;
Maletzky 1978).. The diagnostic problems and the
therapeutic management of this potentially dangerous
substance-induced syydmme should be detailed (Gal-
lant 1n press). The/abnormal episodic, amnestic be-
havior frequently displayed by these patients during
alcohol consumption may be confused with temporal
lobe epilepsy, schizophrenia, or&ther drug in-
toxications.

The. abnormal behavioral reactions with alcohol or
barbiturates or mixey alcohol-drug combinations can
be Yonfused with hotomimetic reactions such as
that seen with phencyclldme (PCP) (Gallant in press;
Cohen 1979). Complaints of analgesia, cerebellar
dysfunction with ataxia an¥ slurting of speech, hyper-
acusis, nausez, and dysphoresis can all be seen with
PCP intoxication as well as with alcohol and other
sddative drug intoxication (Garey 1979). At times,
PCP and other cyeloh ine compounds can pro-
duce psychotic reactidns that may be indistinguishable
from schizophrenia; this reaction can only be diagnosed
by fluid assays (Gallant 1981). The psychologic, psy-
chopathologic, and tolerance effects of marijuana
should be objectively reviewed during this part of the
course presentation. Al excellent monograph’ on this

‘subject was pubhshed by the National Institute on

Drug Abuse (NIDA) ; this book should be available as
resource.'material for both students and faculty (see
Petersen under Monvgraphs in Annotated List of Cur-
riculum Material). .Intoxication and withdrawal
symptoms of stimulants, hallucinogens, alcohol,
volatile solvents, hypnotics, tranquilizers, and opiates
should be graphically presented to the students so that
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the signs and symptoms may be more réadily remem-
bered and thus recognized in a patient (see tables
1-11jn appendix D). During this part of the presenta-

Vanat:ons and Eﬁects of
Cultﬂlral Attitudes -

The varieties of drugs available for potential abuse
are innumerable. There are more than 5,000 alkaleidal
~plants that have the potentia} to bg hallucinogenic
{Schultes 1969). Cultural attitudes play an impor-
tant role in the acceptance or rejection of these sub-
stances® The historical use of Amanita musaria in
Siberia, Psilocybe in Mexico, Cannabis sativa in Asia
Minor, eros'a varieties in Colombia, [boga 1h Gabon,
and Datur in the Andes region all to.the con-
clusion that such corapounds will be avilable for use

" : for an indgfinite period of time. While cultural ap®

proval may.increase the accessibility to a drug, ritual-
istic use of the drug by the culture may hglp to inhibit
the abuse or overuse of the drug (Westermeyer 19765).
Other cultural influences that may tend to lower the
incidence of drug abuse are the labeling of solitary use
as deviant and of intoxication as shameful. The lower
" rates of alcohalism ameng Jewish people but the rela-
* tively high rate of heavy hallucinogen use in Jewish
youth, and the high fate of opiate abuse but the low
+ fate of alcoholism in the Meo of southeast Asia are
examples of culfural effects (Westermeyer 19765).
Ethnic drinking habits within the United States should
. be presented at t.hls tme. Racial and sexual differ-
ences in alcohol and drug use should be reviewed and
the possible reasons for the ifcidence differences dis-
cussed {Dawkins 1980, NDIA 179,. Quesuons such
as *Why is alcoholism higher in males? and “Why do «
black women have a higher propomon of both ab-
stainers and heavy drinkers than have white women?”

L. \
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tion, the neuropsycho‘logical findings of cognition im-
pairment due to sedative and hypnotic use should be
reviewed {Bergman et al. 1980, Hendler et al. 1980).
£ '

-

should be addressed, even though some of the answers
are not known at this time. ol

The incidence of adolescent alcohel and drug abuse
depends upen such cultural factors as peer impact;, laws
concerned with consequences of alcoho! and drug use,
and family psychodynamics, as well as blologlcal‘fa'c‘:

tors. The relatlonshlp between lowering the drinking *

age and the increase in adolescent drunk arrests and
adolescent drinking-driver accidents has been ade-
- quately documented (SZ 1976). In the province of
Ontario, Canada, an area that has a reliable data col-
lecting system for drinking and driving accidents, the

legal drinking age was lowered frdm 21 to 18 years in _
July 1971, Lowering the drinking age to 18 years hasa

" “drifting down” effect, as many of the 18-year-clds will

purchase alcohol beverages for the next younger group, -

15 to 18 years of.age, whereas 2]-year-olds are less

likely to associate with the 15 to 18 age group. By 1972, .

the percent of persons under the age of 18 arrested for
drunkenness almost tripled, while there was only a
slight increase in other groups, During the same
time initerval, the percentage of the 16 to T9 year drink.
ing driver accidents increased by 50 percent, as com-

pared with an overall decrease in the older age group

during the same period.

The influence of peers upén alcohol afd drug abuse
in adolescents hag been, demonstrated in & number of

. studies {Lassey and Carlson 1979, Kandel 1975, .

Johnston ét al. 1980). In a survey of social and urban

. \
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drinking among teenagers, peer influences are “cleatly
more fignificant iy, the urban setting while family and

(counsefor} influences seem stronger in the rural
settngs” {Lassey and Carlson 1979, In wo longitudi-

"nal studies of 3,468 hugh school students, it was found

that 27 percent of the students who smoked uga:ettes
or drank alcohol }Je\rerages progmssed to marijuand
within a §-month period; while only 2 percent of absti-
nent students proceeded to marijuana. During a subse-
quent 6-month penod, 26 percent of the marijuana
users progressed to “‘more slegal” drugs such as LSD,
amphétamines; or heroin, but only 1 percent of npn-
drug users and 4 percent of legal drug users did $o, This
grogmsswn was found in each year of high schbol

pecific patterns of use emerged, with few users pro-
ceeding to a “more 1llegal™ drug without first trying a
more soually acteptabie drug. One of the conclusions
i thus study was that the stages of drug use were “pgob-
ably culturally determined” (Kandel 1975,. §m
more extensive surveys of drug use in high school stus
dents {from approximately 123 private and public
schools; indicate that “much of youthful drug use is
initiated through a peer social-learning process; re-

1

Genetic Aspects of
Alcohol and Drug Abuse

To study mvimnm'ental influence as a factor in the
deveiopment of dsease, adoptivn studies (Crowe
1973, use only those adoptees separated shortly after
birth from their blood parents. Comparison is made
between the adoptees whose blood parents have the

- disease under investigation and 'those whio do not. In

one study, although the index adoptees of alcoholic
parents and control adoptess were interviewed only
at a'mean age of 30 years,.th

. had more than threg umes the incidence of alcoholism,

dex adoptees already
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= search has shown a high correlation eeween an in-

10

dividuals illicit drug use and that of his or her friends”
{ Johnston et al, 1980}, ’

. "Fhe alcohol beve industry not only satupates
c,ollege newspapers, tﬁdng up more than one-half
of all national advertisements, but also uses the ma-
Jjonity of the advertiserhents to influence peer pressure
on students to join in drinking (DePoe and Breed
1379,. In a sample of nationwide college newspapers
alcohol advertisements, the ridicule of studying, grad-
uation, and education through the substitution of beer
drinking was a dominant theme, The author of this
review paper Mso reported that 1.8 percent of the
students sampled hitd beenr arfested for driving while
intoxicated during the previous year. Other aloohol-
related problems on campus were missed classes owing
to the effects of drinking, damaged campus property,
and deteriogation of grades. This review documents
the “antidducation” and the importance of the peer
pressure ames of these alcohol beverage” industry-
supported advertisements. All future physicians should
be aware of these aliempts to influence the medxa and
the consumers.

~~

¥

. . .
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a significant difference (Goodwin et al, 1973}. The
genetic influence of an altoliolic parent was also

onstrated 1n a study of half-siblings (Schuckit et al.®
1972). Chuldren of alcoholic biologic parents
raised by either alcoholic or nonalcoholic parents
had the same incidence of alcoholism. Children
of both alcoholic and nonalcoholic biologic par-
ents who shared their home with an alcoholic pro-
band showed no greater evidence of aloohollsn\than

13
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did those individuals who did not share erIr child-  in alcoholics was selectwely depleted of aceta]dehyde

hood home with\an alcoholic. The history of an al-  dehydrogenase, a ﬁndmg that could be directly related
coholic bml’oga%.rem was the only predictor of  to the genetic defect.

alcohotism, ‘ N - e these genetic and pathologic studies paint to

thew:}tence of a genetic subgroup of alcoholics, it

- should be emphasized that' the majority of offspring

of alcoholics never do develop alcoholism and a sig-

nificant number of alcoholics have no family history of

* and-alffence of significant psychiatric pathology. /ﬂ' nle !1011sm. Theref.ore,_when Ehl;_matf:nal Is presented,
genetic substeate does exist for 2 specific group afaico- itis important {o cite thaspeclﬁc studies and references
holics, it may:relate to acéaldehyde levels. Biood contammg the specific percentages, , Begeneralizations
acetaldehyde concentrauony have been reported tobe  ©F definitive conclusions should be presented since they
significantly elevated (p <.004) after a single dose of could lead to inappropriate genetic counselmg of
ethanol (0.3 ml/Kg} in 20 young, nonalcoholic males patients.

with ajcoholic parents or sibliigs as compared with In other areas of drugabuse such as narcotic addic-
20 yolng, nonalcoholic male offspring with no family tion, genetic data are scanty. Although Vaillant (1966
history of alcoholism { Schuckit and Vidamantas 1979,

These elevated, ,acetaldehyde levels could result n a

In a™feview of the genetic studies of alcoholism,
Goodwin (1979, suggested that one subgroup of alco-
holism ¥e categorized as “famihal alcohohsm™ with an
early onses of loss of control, h:gh tolerance for ale ohol,

that he investigated, almost all of the addicted relatives

Net:ah)dmsoqmnolme product from cafecholammne — W&F€ siblings, and there was no control group for com-
_ condensation, 2 compodad that may-be rel

ated to the  parison Only one of thé narcotic addicts had a parent
f with narcotic addiction. Sipce otic use js illegal
- and greatly influenced by legislation, Jaw enforcement
If mgmﬁcamiy elevated a¢ dehyde levéls aftes agencies, sor.ioeconom:c circumstances, and accessi ll-
alcohol ingestion do play a role in the genetic sub- ity and has a “relatively short history compared
group of alcoholism, then acetaldehyde dehydrogen alcohal, it is not surprising to find a comparatively low
deficiency may account for this clinigal phenomg@on  incidence of parental addiction in a 1966 study. Com-
{Jenkins and Peters 1980). Liver bigpsy speci ob- ° petent retrospective as well as prospective genetic
tained from 12 nonaleoholic and 11 contgfl subjests  studies on narcotic addictior® andk other drug abuse
showed wthe cytosolic component of thelhepatocyte  problems still remain to be done.

F

development of addiction

]

did find addicted relatives in 24 ef 100 narcotic addicts l
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Diagnosing the Early Phases of ,

Alcohol and Drug Abuse

The Interview Process

As wll.h other medical illriesses, the earlier the phys
sician establishes the diagnosis of substance abuse and
.begins treatment, ‘the better the prognosis. Teaching
the medical student how to interview the patient in a
sensitive manner in order to obtain a reliable history
.,is probably the most important goal in medical school!
In the field of alcohol and drug abuse; development of
interviewer sensitivity to the patient is a necessity, and-
no one is more suitable to teach this approach than the
faculty psychiatrist, provided that he presents'a teach.
ing model that is simple and straightforward. Unneces-
sarily complex psvchiatric teaching models in medical
school will create mare resistant attitudes in 2 student
who already feels negative about substance-abusmg
patients (Waring 1980). '

As with all items in a medical history, the chemical
use history should begin with questions about the
least threatening or safest subjects. Thus,-the faculty
member should instruct the student to begin by ine
quiring about substances that are legal or culturally
acceptable, su(.h as the number of cups of caffeinated
beverages per da), progress to the number of cigarettes
{filtered or unfiltered), and then to the daily number-
of glasses of wine and beer and, or ounces of liquor per
day. In addition to the ype and amount of drug, the’
imerviewer should try to assess the pattern of usage.
After each specfic drug is discussed, the patiept should
be asked a yuestion about the effects of the drug be-
haviar upon other people, starting with caffeinated
" coffee, e.g., "Does your spouse or do your felw em-
ployees ever comment that you gy be drinking too
much offee?” If the answer is yes, a subsequent quese
tion should be, “Do you become iwore imnitable after

375-921 0 = 82 - 3 : QL3 .
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atient Referral

four or five cups?” The same questions can be asked
about wine, beer, or other drugs as each substance is
reviewed in the history, After these quesuons, the stu-
dent then has to be taught how o0 cross sensat.wely
from legal drugs to marijuana and then to the “more
illegal” drugs. Such introductions to these subjects as
“I do have to ask these quesnons because someof these
drugs can cause changes in a person’s behavior or
affect the acuon of other drugs”,may help to smooth
the path. These questions must be asked in a non-
judgmental manner, and labels such as “‘alcoholic™
or “addict” should be avoided at this time. Attention
to type, amount, and pattemn of drug usage will result
in more-reliable information. At the beginning of a
therapeutic relationship, one should nevergatiack the
demal mechamsm. Instead, the clinician should work
around it without allowing the mechanism to prohibit
him or her from obtaining a reliable substance abuse
history. Additional information on the inidal interview,
with a sensitive approach to the substance-abusing
patient who is using the denial mechanism in an ex-

aggerated manner, Can be found in the Medical Mono-
graph Skries volumte entitled Diggnosis of Diug and”
Alcohol Abuse (C'ohen and. Ga]la.zm press; .

1t should be emphasized to the students that the
substance use history is an esgfntial part of all medical
examinations and thdt 2 methodical but concerned
approach will the number of undiagnosed
cases. Carefully worded questions about chemica] use
in other family, members may yield additional iffor
mation. Such questions may be more easily accepted by
the patient who is told that 22 percent of US. fams.
ilies have a problem related to alcohol (Gallup 1981),
and thid it is not an unusual problem for any family.
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In most U.S. medical schools, the appropriate set-  diagnosis in some suspected cases, when close family
_ting to imtiate the teaching of the interview process  rhember is available, the physician may ask the pa,ﬁ;r(
could be exther duning the freshman course on human  if the family member could chom pany the patientd
behavior or during the history-taking instructional  ing a subsequent visik '*
course (frequently titled Physical Diagnosis), usually \/‘\
conducted by the department of medicine aided by the Frequent injuries or cigarette burns due to drowsi-
department of psychiatry during the sophomore year.  ness’ may be other symptoms of alcohol and drug

Use-of the Diagnostic Questions-for Early or Ad- ‘mtoxication. .Unexp]ained mood changes ot a.hisfory
vanced Aleoholism (appendix B-1) and the MAST of ph}rsma]. display of anger may be ol.hef‘ lmfhcalmns
scale (appendix B-2) may help the student gair 2 more of a cl_:emlc,a! use problem. For a graphic display of 7/
complete understanding of the diagnostic approach, = Cutaneous signs of alcohol and drug abuse, ‘a"’eé
After an initial relauonship with the patient has been can be used as a handout (Cohen\ and Gallant 1
established, use of these scales may enable the patient , Press). Tables 2 through 10 an also be utilized a5
to take a more honest look at himseif or hersell, The! handouts to demonstrate signs and symptoms o stim
Diagnostic Questions for Early Advanced Alcoholism ulant. u'itox:cation apd' withdrawal, hallucin
are somewhat dnore subtle than the MAST scale, Stu- intoxication, hyp:nosedatwe_ ihtoxication and
dents should be asked to complete these scales them-
selves.on an #nonymous basis, and the results can’ be
reviewed during the next class session. This teaching
method of change from passive to active participation
helps to maintain the attention of the class,

nce ‘
it may be' less difficult for the student to memdrize
than reading paragraph descriptions of the
Early gmptoms and SIQT‘IS of AlCOhO] and  signs and symptoms of these many drugs.
Drug A
. Of course, the simplest test fgg alcohdl abuse may
.F mquem headaches, recurrertt gastrointestinal com-  measurement of the blood&ohol (Dubach
plaints, recent absences from work or school based on  Schneider 1980). Of 1,476 patients screened at
vague physical complaints, or sudden unexplained  Uhijversity Hospital of Basel,"12 percent of admissio
mood changes are all possible early symptoms of sub- to the surgical service, 9 percent of 2dmissions to th
stance abuse. Somewhat more advanced symptoms may ~ medical senvice, and 2 percent of the_outpatients h
be the dontinued use of alcohol or drugs in the same  blood alcohol levels higher than 100 mg¢Z. Any patient
ampunts even after having sustained injuries while  who can tolerate 2 blood level of alcohol of 100 mg% !
using *zlcohol or drugs or after being charged with  or 150 mg% without the appearance of intoxication
dfmng while intoxicated { DWI,. Increased frequency  should be strongly suspected of having a drinking prob-
of use despite ‘tblackouts,” antisocial or belligerent be-  lem. Other laboratory data that may be associated
haviorawhile under the mfluence of chemicals, or con-  with early signs of alcoholism ave an increaseofgamma
frontauons byespouse ot friends about usage are often  glutamy! transpeptidase {GGT, was positive in 63 per-
symptorns ‘of loss of control, In order to validate the  cent of middle class aldoholics), ah SGOT increase
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cent), elevated serum triglycepide (28 percent;, alka-
line ghosphatase !16percent}, bilirubin increase (13
percent,, and an increase in uric acid {10 percent)
"Morse ard Heest 1979;. Routiné physical examina-
tions and lateral ‘chest Xirays may show rib and/or

(48 percent’, macrocytosis u{lmout anemia {26 per-+

theracic vertebral fractures in as many as 30 percent

of alcoholic male patients while nenalcohelic male

* patients will only show a 2 percent incidence

(pK0.001) (Israel et ‘al. 1980). During the junidr
clerkship year, students should be #rcouraged to review
charts” for these laboratory findings and administer,
MAST scale ‘to "those patiq.ms who shoy abnormal
findings. Of course, appropriate treatment referral
should be part of this teaching e.xerclse

A concise review of diagnostic and assessment tech-
niques that are specific for alcoholism can be found in
the monograph, Diagnosis and Assessinent of Aleohol
Abuse and Alcoholism {see Annotated List of Curric-
ulum Material). The Brief Alcoholism Screening Test
(Woodruff et al, 1976) is a highly reliable index of the
presence of alcoholism. The questions are simple and
easy to remember:

1. Has your family ever objected to your dnnkmg?
2. Did you ever think you drank too miuch in general?

3. Have others {such as friends, physicians, clergy)
ever said you drink too much for your own good?

These three questions will correctly identify about 96 .

percent of alcohohc patients and misidentify only 10
percent of nonalcoholics {Woodruff et al. 1976).

The amoti»atjgal syndrome assciated with mari.
juana use, as it in our culturg, is well descj}bed’
- 3
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in two articles by Cohen (1980, 1981) and should be .
part of this presentation. In adolescents, an unex- -
plained drop in grades, chronic tardiness, increased
aEsenteeism, deterioration in personal hygiene, and
decrease in physical recreational activities are all possi-
ble symptoms of increased marijuana use or possible
abuse of other sedative. otic drugs. Personality
traits such as impuksivity and kebelliopsness may be
early warning signs of future drug misuse {Geldstein
and Sappington 1977). A combination of twe or more
of the following symptoms in college or medical stu-
den]s may be a predictor of future drug misuse. failure
in any area of education, difficulty in social fuson-
ing, failure to find humor in one's as a stffent,
freqyent use of mood-altering drugs as Well as alcohol,
irregular class attendance; friction with morg than one
professor. The thrust behind this part of the presenta-
tion should be that the physician may be even more
vulnerable to substance abuse than his patients; pro-
.phylaxis and early diagnosis should be practiced not _
only with patients but within the medical profession
(see appendix A). .
Prescription drug misuse or dependency, as illus-
trated by nonbarbiturate compounds such as the ben-
zodiazepines, may be associated with mild withdrawal -
symptoms of anxiety, insomnin, dizziness, hoadaches,
and anorexia with rapid weighteloss {Benzodiazepine
wi wal 1979). In one series of 24 cases, 22 pa-
tientwreported that they had tried and failed to give up
diaze { Maletzky and Klotter 1976) . The physician
sholfld be cautious with patients who clam‘ that they
lost their sedative prescriptions or tifht the medication
was mistakenly discarded and with those who have an
unusua'IIy high tolerance of seda%e-hypnotiu.

7
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indications for Referral for

Psychiatric. Consultation or to
Spegialized Treatment Programs .

_ Asstased in the introduction, it is the opinion of the
author that -physicians in*chnical “practice should be
- capable of managing the treatment of the great ma.
jority of substance abusers. With the help of a spouse

and famuly, 1f available, and with the aid of AA, .

« Al-Anon; NA, Pllls Anonymous (PA}, and other com-
munity resources, the physiian may be able to tieft
the patient without psychiatric referral or specialized
inpatient therapy. However; those substance abusers
-who have had episodes of non-drug-refated psychotic
reactions such #s schizophrenic disorders, paranoid
disorders, or bipolar disorders {as listed in DSM-IIL)
should be referfed for psychiatric management { Amer-
ican Psychiatric Association 1980). Patients with se-

| wAvere recurrent gajor depressxons when abstinent should

also be referred for psychiatric consultation and possi-
ble antidepressant drug management by the consultant
Jf the patient has a serious long-standing marital or
“sextial problem that presents during abstinence, then
referral to a psychiatrist would be apgropriate. How-
ever, it is not unusual to see man, of the psychologic

problems and interpersonal diffiuulties that eccuY with

the patient during his stages of drinking or drug abuse
gradually resolve as the duration of abstinence in-
creases. &s previously noted, many of the psychelogic
projlems associated with substance abuse are conse-
quénces of the lifestyle.

Specialized rehabihtation prograins can be of addi-
tional heip to the physician by temporarily immersing
the patient in an inpatient program totally concerned
with his chemical dependency and personality prob-

*.lems. These types of programs are particularly useful
- for those patients who have an extremely rigid denial

mechanism and who may only be temporarily cooperat-
ing with abstinénce treatment because of secent envi-
ronmental pressures."The very depressed patient add |
the patient who has receritly undergone a very severe
blow;, such as loss of job because of chemical depend-
ency, can also profit from such a program that helps
the patient to stop and reeximine his lifestyle and fu-
ture goals.

-

Those patients who have recently undergone a se-
vere withdrawal reaction from substance addiction and
are showing some evidence of symptoms of the pro
tracted withdrawalsyndrome would profit considerably *

‘from continued inpatient treatment in a specialized
rehabilitation unit. . .

Since many pyescription drug and illegal drug abus-

ers have had to develop more maniglative personality

+ trauts than alcoholics in order to maintain their habit-
ﬁamn or addiction, these patients have more difficulty
in establishing a trysting therapquc reIaudnshlp It
chars that a greater percentage of these patients than
pure” alcoholism patignts require specialized in-
patient rehabilitation programs as the first step in man-
aging withdrawal and initiating ongoing therapy. Itis
* extremely difficult and in some cases impossible for the
practiang physician to establish a trusting therapeutic
relationship with a drug abuser by seeing this patient
once or twice weekly as an outpanent Specialized re-
habilitation programs as well’as NA and PA can be of
considerable help with this type of individual, whocan
frequently‘return to the referring physician for ade-
quate f oHowup after discharge f romt the rchabilitation
program

*
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%1 ymportant to emphasize to medical students that
most substance abusers do niot like to view themselves
as “psychiatric” patients, “real alcoholics;” or “real ad-
dicts." Treatment by the family physician may be more
acceptable to these iodividuals, particularly in the be-
ginning phase of the problem and while the denial
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“mechanism s still strong. A hasty suggestion or too
rapid referral of the patient to specialized treatment
. facilities «or to a psychiatrist may only result in ter-
mination of the relationship with the physician,.who
was just starting to make headway with the substance
abase problem. '
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Chapter 4

- Essential Elements of the Therapeutlc o
Relationship and Technigues of -

r !

b

Early Intervention and Treatment:-
~ Special Techniques With Adolescents

-,

Essentsal Elements of the
. Therapeutic Relationship

rust is the essence &f the doctor;patient or thér-
apeutic relationship as well as of other human
relationships. Without this trust, the most intense ef-

forts of a brilliant physitian ghdy be useless when it _

comes to helping a patien tAs distrust enters the relac
tionship, pmwn&mmomplnggce will assuredly increase,

- 2 as will the dropout fate. This basic element o’f‘therapy

should be emphasized throughout all 4 years'of medical
education. Unfortunately, the theme of trust is not
discussed frequently eno-?h in most medical schools.
During the introduction of lectures on attitudinal
changss in the freshman year, interviewing techniques
in the sophomore year, and exposure to the variety
of treatment techniques during the junior and senior
years, the importance of trust must be emphasized
again and again. Often even the,most experienced
psychiatrists are suddenly surprised by an expression

of distrust from a long-term patient who has never
\

before shown gnpevidence of a lack of trust in the'

lheraplst .

A sensible divigion of the three important elements
of a therapeutic relationship has been described by

Techniques of Early
Intervention and Treatment

Early fntervs'ltion with a substance abuser tele-
scopes or compresses the past crises caused Dy substance
abuse into one dramatic confrontation, in order to
brush aside the denial mechanism so that the patient
will agree to get help. It is a therapeutic maneuver
designed to help the patient now, rather than to
wait interminably for the substance abuser to “hit

~

>
™ - '

%

Truax and Carkhuff (1967). The.concepts of non-
possessive warmth (or the ability to show the patient
that you care witheut “suffocating” him or her), ac-
curate empathy” (ability to convey to the patient that
you underjtandhis or her feelings), and genuineness
. {conveying honesty to the patient and being able to
admit your mistakes in an appropriate manner) are
thetfoundation for the therapeutic relationship. When
the physician is able to incorporate these three ele-
ments'into his relationship with the ‘patient, a bond of
“trust is established and true therapy begins. However,
without the factors of caring, empathy, and honesty,
/z-ne patient’s symptoms may worsen (Truax and Cark-
uff 1967)y When these. three factors are present to
2 high degree, then the patient will show greater
evidence of constructive personality change. It is
essential for all physicians te develop and improve
"these positive attitudgs as long as they are practicing
clinical medicine. These essential elaments of the
doctor-patient relationship may well be the most im-

portant concepts that we should teach to the aspmng
.physician.

+

- . ! .,
. f

bottom,"” to lose or destroy his or her family, health, or
job, if we wait, it may be too late. For example, it is
not unusual in the field of substance abuse to treat a
1severe, chronic alcoholic successfully, and then see
him hemorrhage to death from_esophagedl varices 6
or 12 months after he stopped drinjing.

|19
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Some AA and’ Al-Anon members are rehictangpto
recomnmend this method because they have the opinion
that the patients shonld.“hit bottom” and make the
decision for themselves while the family attempts to
stay detached. However, when early intervention is
used with adequate preparation and sensitivity, it

E]

* to convince the 'cher_nic’él

honest. The spouse is told] to infarm the chemical
abuser ‘about each meet"mg, ipviting him or her to at-
tend, since the specific goal of the intervention is to
have the substance abuser come in te see the therapiss
for at least one visit. It is then the job of the therapist
pendency patient to enter .

may save the patient and ‘the family many years of}, therapy. = . .

suffering, and in some cases prevent the marriag

frofn breaking up. There are a number of different i

tervention approackes {Johnson 1973;. Each therapist

. modifies ‘his or her approach according 16 the avail-

able human resources, treatment facilities, and atth-  * L anra (e therapist in order to avoid any additional? ~ * '

a tudes about confrontation techniques.
*

/

»

.

As mentioned before, a‘dequate preparation, sensi-

tivity, and experience are required for this therapeutic:

intervention. Thegpfore, it is rgcomimended that this
‘technique be reviewed toward the end of the junior

psychiatry rotation or during the senior year. The fol.

_lowing steps describe the appreach adopted by this
author. Usdially, it is the spouse of the chemical abuser
who calls, saying that he or she is upsct and feefs hopé-
less because the substance abuser refyses to see a prob-
lem or the need for help. There is an initia] inter-
view with the spouse to identify the key people in the
environment who have the most influence on the sub-
stance abuser. The therapist explains to the spouse
that she or he 15 the patient and thus the confidential-
ity of the abuser is not involved. Thg next meeting will
melude the teenage or adult children and possibly one
or two close friends, ‘whose attendance Is requested in
order to validate the spouse’s history as well as to edu-
cate them about substance abusé. Thef are asked to
assime a nonjudgmental attitdde and make a list
of three io five painful or embarrassing cvents, avoid-
ing labels, associatgd with the.behavior gf the sub-
stance abuser whil¢ intoxicated. During this session,
the three key auitudes for intervention are empha-
sized: Always express genuine concern to the substance
abuser, maintain a nonjudgmental agitude, ardd be

.
N 1

[ g
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The spouse should 2ls¢ explain to the éubst-anq:
abuser that the children and friends were included at
the request of the therapist, not through the spouse's
choice, 50, that somé. of |thgy anger will be directed

anger in the housthold. Nothing is done behind the
back of the substance al:tser during this type of inter-

vention approach ; this method is considered to be safer
and less likely to precipitate uriexpected tragic events

such as a sincere or mani}pu!ative suicide attempt.

Using their lists of, painful events, the members 0&
the newly composed injervention team (spouse, chil-
dren, fnends; should rehearse part of the confronta- ~
twon with the therapist {n order to avoid any gross dis-
agreements and to eliminate any individuals who may
tend to overprotect thé chemical dependency patieqt.
The time of the actupl confrgntation must be most °
carefully planned to be sure that the abuser will be
drug-free at that time, This is the only session duripg
this type of intervention approach that is conducted
without, warning the dhemical abuser. s, .

Usually, the authof enlists the aid of another couple
who has had a successful intervention and has -th}s.
couple join the intervention. Their presence helps to
defuse the situation by offering the person being con- |
fronted an opportuntty to identify with someone else”
who has yone through the same painful process. **

Finaly, it must be emphasized that there has to be{
sTommitment by the entire intervention team that
there is a great deal at stake if the sybstance abuser
refuses the treatment optiohs of the intervention, It is
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" unusual Jor the cherical abuser’ to reject the con-
frontation_and the treatment opt:f)ns, but tha intgr-
vention team shbuld be prepared fok. the worst. For

example, after the lists descnbmg ‘lhe_ substance-

abuser’s behavior are read, the spouse may have to,

end the discussion by stating, “If you do not follow up

with Dr. at least once, then we will be
separating until you.do.so.” Wiith the scales weighted
so heavily, separation versys ong visit to the physician,
it is easy to see why it would be unusual for the person
to refuse one session. Possibly, one of the reasons why
this type of technique rarely fails is that the chemical

realistic manner by all concerned, For added details on
«his procedyre and for use as a;handout for medical
students, see appendix G

At %xs point, it )s important to teach the student,
about the method of using trea.rment contracts with the
patient, Optional contracting may be utilized as one
follow up of the confrontation process. During the con-
frontation, the substance abuser can be offered the
choice of a Visit with a?hysman for an initial inter-
view, commitment to ongoing outpatient treatment, or
referral to an mpatlent service. In a great majonty of

dependency patient has not beén pushed into a comer & “the cases, the pauenl‘mli select the choice of seeing the

without options. The threat -of scpafation is quite

severe, compared with the alternative of seeing a physi-,

cian for one 1isit. Another reason for the success of
this type of approach is that, before the massive inter-
. 1ention, the patient was,able fo keep his head in the
ground like a® ostrich, angry individual accusations
about the substance abuse behavior only made the
patient become more defensive with his denial. Now,
his head has suddenly been plucked out of the ground
and he is forced to look at the effects of his sybstance
abuse behavior on the people whom he Igves and on
" hims¢lf, thus having to abandon at least a_small piece
of his denfal mechanism. Even j

¢ followup session, heé
ete of his denial, and the

entire family probi¥in now be handled in 2 more

With Adolescents

-._‘_t(a -

itient refuses 0

As Kandels
adolescertts {1975) has shown, ther€ is
“inwolvement of drug use amon, adoleskénts with legal
drugs, Stch as aIcohof and ¢ clgarettes leadmg to mari-

"‘.‘- - r
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s extensive cvaluatlon of drug ute in
rogression of

" phigsician for one \isit. During thé inif¥al visit, con-
fracting on disulfiram (Antabuse} can be used with the
alcoholic patient agreeing to take tH¥ medication if he

" drinks again, ot with the drug abuser, contracting can

( ‘optiens under these circutnstances {Johnson 1973).

Spemal Interventlon Modlflcatlori S

be made with a decision to enter an inpatient service
for detoxification if he has a “dirty urine.” The con-
tracting should always offer the patient a choice of
treatment modalities, each one leading tp a more con-
trolled treatment setting if the patient fails in the mitial
treatment arrangement. In this manner, the patient is
not bicked into a comer with no way out except an
angry u;e of the 'denial mechaffism. It should be

stressed that it is highly unusual for the patient to to-

tally reject the intervention confrontation, and very
rarely does the substanice abuskr refuse the contracung

LI

& L]

“juana and then pmgressmg to “‘more ﬂlegal" drugs,

‘such as LSD and heroin. The .adolescent groyp, of
moderate to heavy drinkers 1s more likely to have access
to manjua.naﬂgd the group of moderate to heavy

‘ _
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*pot” smokers will have more contacts with the “m
illegal” drug users and peddiefs. The effect of peer
impact in this group is immense, far more powerful
than the effects of the therapist, the school, or, at times,
the home environment. Therefore, it is essential to
have’one or two reliable, relatively “clean” peers of the
young substance ablser available for the intervention.
It is also important to attempt to find one or two
healthy adult models with whom the adolescent drug
Nabuser has a positive identification; these individuals
may have a greater influence over the adoleicent drug
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“abuser than has the fafnily. It is also essential for these

adolescents to change thei peer groups after the inter-
vention treatment has been initiated. It is almost im-
possible for them to stay free of drugs or alcohol if they
regurn to their former drug-taking peers, who willhav

2 greater effect on the young substance abuser than the
the therapist no matter how experienced he may be.
Helping the youth o find and assimilaté into new peer
groups is one of the most important ei.ements of

therapy with the adolescent. " :
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. Chapter- 5 . '- o
- Treatment of Acute and Chromc Phases
> of Alcohol and Drug Abuse _ . :
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™ “he specific techmques for’ therapeutlc rﬁy helps the student 'to acquire patient experience and

7 agement of the jubgtance abuse patient should initiates- future memory associations about therapeu.
;ea.taught wl:le the student lsf b;::g;xpose& te $e tic management. To attempt to teach lherapeutlc
griosis anc management 0 patients on the management w:thout the presenceé of the patient card

- « wards and m the clinics] this training experience is
most likely to be initiated during the junior yéar, Pas- . resultin a bonng, tedious teaching demonstration that ;o'

- ticipation in such clivical settings as the emergency .w:ll quickly disappear from the students_memogy
mom, #ybstance abuse wérds, and psychia{ry units  bank (Frost 1965; Foley And Smilansii 1980).

+Treatment. of the Acute Pha e of L 2 '
Substana{eAbuse "§ R <o

ﬂ"' Alcohol @r Dmg rB)qQanon " - attltude at t'I}g time of initial contact, even when the
L patient 'is intoxicated, may be vital in determining

~ If the patient presents symptoms ‘o sturrgd slh':h whether or nottife patient will follow up with therapy.
oguaciotisness, and cerebellar s:gn 5 there may be 8. . o teacher should str‘tis‘a'lat any anger ar defensiyg-
natural téndency for ihe ysician to attnlbute the ness. on hispart can only result in the patient’s discon- -
patient’s condition to alcohol of, drug intoxication. " tinuing any efforts at followup therapy for his or her
However, neurologic and metabolm diseases that aﬂ'ect - alcobiol of druz prob _
g problem. - -
. “the cerebellar pathways as well as'intoxication dueto .
medically prescgibed drugs can cause similar sﬂp-
*  -toms. The medical student has to 'be aware that ale
cohol or drug infoxication may be mmlung’ﬁnderly-
_-ing ‘physical sequelae and/or frauma seconda
substance abuse. There is no better way o learn
facts than participating in the h:stonc,al and’ physncal
exammanon of this type of patiept in the emergency
room. The medical student should learn that cig-
arette bums, skin bruises with evidence of multiple
trauma, child abuse, poor nutritlon, acne rosacea, or
needle marksay suggest the past history of substance
abuse, The “live’ patient and bedsnde teaching have
greater impact on the memory traces thart a lecture
or slide demonstration of the physical findings. ' In the more serious cases of dru'é intoxication, 'whep_
The student has to.Jearn that the initial contact wf} ' the patient is comatose or sgmicomatose, immediate .
the pa,pent in the emergerlcy room ;s the beginning lof steps.should be taken to sustain ’t'ﬁq alrway, assure a
therapy, not just a diagnostic game. The"physician’s - ~vegular respiratory rate, and maintain the circulatory

" In conscious pat;ents medtcal obsersation and ade-

" quate nupsing care should be sufficient after other
cau5e§ of intoxicated,behdvjor hive been ruled out. The
patient should be placed on his or her side with the

“face down in order to avoid aspiration of vomitus. In-
fusions should not be started unless_the patient is de-
hydrated from \omitingyor | diarthea, hmA the student
should learn that routine use of infusions may offer
mor? {atrogenic risks than benefits. If a previous history
of chronic substancetabuse addiction with alcohol or
sedative-hypnotics is elicited, then adequate mstxmdon
of substitute sedative therapy should be made fo avoid
the development of seyere withdrawal symptoms.
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system. The ?rudent should be trained to manage those
patients who are comatose and are already showing
mpa:{me!‘nt of respiration on admission. Several emer-

a _gency steps can be initiated while awaiting the results

of laboratory tests. In order to rufe out severe hype-

. glycetma, 50 m! or 50 mg% glucose solutiori can be

given iifravihously (IV) with 100 mg of thiamine. If
cutanéous evidence of possible narcotic-use is present,
the. administration of IV naloxone in a dosage of 0.04
Jng, repeated every 3 minutes, three or four times, may
prove tq be lifesaving in these situations and may even
reverse ‘ethanol-induced coma as well as trauma-
Mdueed shoek (Gallant in press; Faden et al. 1981).
In fact, coma ipduced by cardiogenic as well as septic
shock has also been repoTed to respond to IV naloxons
(Wright et al. 1980). .

Another eme‘#/n procedure for the comatose pa-
tiem mlhagmred respiration is the use of edropho-
chloAd® (Tensilon), which is relatively safe and

is indicated when a history of progressive muscle weak-.
ness anMother indications of myasthenia are elicited
from friends or family, Qmpulsory rotation of junior
medical students for emergency room duty is essential
for this Erpe of learning experience on how to treat

- % the intoxicated or comatose patient.

|d;osyﬁcratsc Drug Reactions

Unexpected behaworal changes can occur while
igd#vitlual js under the influence of alcohol. With
aleohel, the tarms “alcoholic blackout” or “pathologic
intoxjcation”” have been used to describe behavior
occuniag under the influence of alcohol for which the
patient iz amnesic when he becomes sober. The be-
havior may 4\ routine and. nonsignificant or verbally
abusive “and assaultive {Maletzky 1978). Psychotic
reactions can occur during hese, blackouts, and the

patient has a previous history of violent behavior
during a blackout, he is more likely to repeat this
behavior during another blacKout.

It may be quite difficult to realize when a' patient
is in the middle of an alcoholic blackout or another
drug-ihduced psychotic reaction. If 4he physician
senses that the patient is gxhibiting symptoms of a
violent alcoholic blackout (pathologic intoxication)
or phencyclidine macnon, he should. regard the pa.
tient as very dangerous and approach him as care-
fully as he would any patient who is totally incort-
petent during a violent episode. The guidelines for
this situation (Gallant in press) are:

1. Be extremely cautious with motor movements; do
not lean forward or make sudden motjons.

& Néver disagree with the patient about anything

he says; an individual who is on the verge of an
explosion can be set off by any d;scordance in the
environment. .

3. Use your‘voice and body movements as therapeutic
tools, the voice should be calm, with a monotone
type of speech, never suddenly changing pitch or
loudness.

4. Try to initiate a personal, familiar relationship with
the use of the patient's first name in a calm and
friendly manner (realizing that only this unusual
type of situation requires suth a familiar and non-'
professional approach)

5. Attemnpt to find out the naraes of one or two people
that the patient feels closest to and hai positive
feelings for. Next, attempt to get the patient’s per-
mission to call the person by phone in order to brifg
sonteone with a positive affective charge in contact
with the patient. The longer the conversation pro-

"patient” ey be mzsdlagnosed as schizophrenic. If the gresses, the less chance tl‘ere is for violence.
;‘ .
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6 Attempt to show the patient that you are his or her
' aly Having the patient verbalize about positive af-
fective relationships in the past or encouraging him
to talk with' a close friend on the phone may help to

o bfing the patient put of the amnesia or drug-induced

psychotic episode by recalling familiar events.

These steps should be taught to all medical students at
the start of their psychiatry rotation dunng the jumor

year, .
,

Alcohal and‘Drug Withdrawal

Substahce abuse outpatient clinics and "social set
ting” detoxification units as well as medical detoxifica-
tion units should be avatlable foStudent teaching. For
alcohol detoxifigation, it may be possible to manage
approximately one-half of the pwents in a home set-
fing if a competent companion is available and the
patient has no significant medical complications (Fel-
men et al. 1973). According to one of the investigators

.« with extensive experience in nondrug detoxification

from aleohol, fewer than 10 percent of these patents
require a hospital setting (Whitfield in press;. The
availability-of expenenc.ed AA members can be of great
help to the physician in rnana.gmg stressful nondrug‘
detoxification at home or ih a social setting detox:hca-
tion unit, Arranging for the student to participate with
one of the experienced staff members in helping a pa-

*  tient % withdraw from alcohol {or other drugs) will

enable the student to understand and remember the

" withdrawal process in 2 more thotough manner. The
* description of nondrug withdrawgl including the con-

cepts of reassurance, reality orientation, and respect is
detailed in another article by Whitfeld (1980). Even

* when sedative-hypnotic medic.anon%s a necessary com-

ponent of the Withdrawal treatm en, Whit-~
field’s environmental and psychologic ap can be
of great help in reducing the dosage of drug required

for successful detoxification. In those patients under.,

*

going mild to moderate withdrawal symptoms, routine
use of 2 sedative-hypnotic with along half-hfe may pro-
ducé accumulative adverse effects on coordination and
interfere with the patient’s ability to share responsibal
ity for the treatment,process (American Medical Asso-
tiation 1981). It aipears that many physicians may
too readily refer' patients to inpatient facilities where
they are automatically placed on medication regimens
that make it more difficult to withdraw from the seda-

tivés and hypnotics thag l.hey receive in ospital,

The blood alcohol Jevel T may be used as onelof the
guidelines for making decisions about the necejsity of
placing the patient in a social or hospital detpxifica-
tion setting. For example, if the blood alcohol level is
200 mg% and the patient appears to be alert and not
too dysarthric, jndicating a high tolerance and habit- -
uation, then the physician has to be ¢n guard about
the possible appearance of withdrawal symptoms as
the blood alcohol level decreases.

Specific references on indications fof nondrug versus

" drug treatment of withdrawal should be made avail-

able to the students, and they should be requested to

use a scale such as the Abstinence Symptom Evalua-

tion Scale (ASE Scale}, described by Knqtt and his

colleagues {in press}, as an aid in learning and quan- -
tifying the symptoms indicative of the severity of the

withdrawal syndrome (Gjpllant in press).

For severe alcohol mthdrawal symptoms or Alco-
hol Withdrawal Delirium as described tn DSM-III,
either a specialized social or hospital detoxification set-
ting is indicated, according to the severity of the syn-
drome. If a patient is poorly nourished, having diffi-
culty taking foods and fuids orally, and has a past
history of withdrawal convulsions, then hospitaliza-
tion and drug management would be indicated. Use
of such s¢ales as the ASE Scale by the student (al-
though this scale is not yet standardized) Wil enable
him to understand and remember the exacerbation

>
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and remission of withdrawal symptoms. Since many of
the severe withdrawal patients who are serioudly ill
are referred to the psychiatry services in large general
hospntals it is essential fér the faculty member teach-
ing the course to be famifliar with and be able to in-
struct the student on the medical management of this
syndrome.

The use of benzodiazepines.on a temporary basismay
be of considerable help in those alcoholics who have
expenenced recent alcohol withdrawal convulsions,
since compounds such as diazepam do poysess specific
anticonvulsant activity following aleohol withdrawal in
humans as well as in animals (Guerrero-Figueroa

liver damage, the most appropriate_avéilable benzo-
diazepine may be oxazepam, which does not require
hydroxylation by the liver and therefore will not ac-
cumtlate in the patient. Other details of the inpatient
management of this potentially dangerous medical
problem should be presented to ‘the student, but with
emphasis on bedside teaching [Gallant in press)

1970). If the patient is suspected ?i?g moderate’

There are many patients; particularly iny the younger
age group, who abuse other habituating sedative-
hypnotics in addition to alcohol. These patients are
more likely to have sejzures, which may appear as late
as7 to 12 days after cessation of the longer-acting hyp-
notics such as diazepam. The combined alcohobbar-

* biturate addicted patient may be even more likely to

have seizures during withdrawal, To caleulatprthe dos.
age of medication required for withdrawing this type
of patient, substitution of 15 mg of phenobarbital for
each ounce of 100-proof alcohol may be made { Wesson
and Smuth 1974). Admimistration of 200 mg of pento-
barbital on admusgon may help'the physician to deter-
mine the extent of the addiction, since the appearance
of a with slurred speech at this dose suggests that
thé patient is not seriously addicted. ',

*
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Managemeht of the narcotic orverdosages should
always include IV naloxone as well as medjcal suppoy-
tive measures t¢ maintain a.lrway, respu‘atory triov
ments, and circulation. As prmously mentioned, na
loxone also has the ab;hty to reverse alcghol‘ -induced)’
coma. For management of the acute narcotic “with-
drawal phase, methadone, a longer-acting narcofic, has
been the routine drug of choice. However, the continu.
ation of methadone maintenance after the acute with-
drawa) phase is sti}ll controversial. An excellent unbi-
ased reference for student presentation and discussion - \
is the concise but thorough review by Gollop (1878).-

Rapid and relatively comfortable opiate detoxifica- '
tion, using a combination of clonidine and nalexone,
has been reported to be successful for heroin addicts as.
well as for patients undergoing methadone detoxifica-
non (Riordan and Kieber 1980). The supprestion of
symptoms of narcatic withdrawal by clonidine allows
tus type of rapid detoxification to be accomplished.~ |,
during a 3- 10 4-night program. The instructor should
stress that the “‘alcohol-mixed-drug” addicts as well'as
other drug addicts (e.g, heroin or wmphetamine
abusers) are more difficult to treat as outpatiénts be.
cause of the illegal sources of their drugs. Therefore, as
 described in chapter 3, hospitalization for detoxifica-
tion is almost almys:equifaﬂ'or these patients, in &n-

© trast to the “pure” aleoholic who rarely requires drug

detoxification on a general medical ward.
Management of the hallucinogenic intoxification-
cases can be presented to the medical students when
disgussing the treatment of mild to moderate alechol
withdtawal. Reassurance, reality orientation, and re-
spect, as described by Whitfield (1980}, may help to
decrease or eliminate the need for sedatives. Since phe.
nothiazines do reduce the seizure threshold and in cer-
tain cases actually potentiate anticholinergic psychotic
museofthﬁe compounds should not be re¢-
ed. For the acutely agitated, assaultive, or

-
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seif-mutilative patient, intravenous diazepam slowly

inistered over a period of 1,10 2 minutes may be
:d;ul. However, the use of retbal caring technigues
should be erphasized. -

" Tables | through 11 summarize the signs, symptoms,
and diagnostic aids of intoxication and withdrawal of
aleohol, stimulants, Wnogens h)pnosedanvm, and

Treaté;r}t of the
Chronic Phase of - .
Alcohol and Drug Abuse

Since the great’ majoﬁty of the medical students

will not. be actively participating in specialized in.

patient “alcohol and drug ‘abuse rchabilitation treat.
ment ynits after they graduate, there is no need to
offer more than brief destriptions of the avaifable
rehabilitative treatment programs in association with
an ongsite visit to such programs in the commumty The
brief explanations of the treatment programs should
stress that there is more than one path to abstinence
and that thL rimary responsibility of a treatment pro-
gram is tolfer multiple therapeutic options to the
patient. Brief descriptions of group therapy, confronta-
tion therapy, married couples therapy,“biofeedback,
and behavior modification techniques should be re-
viewed and appropriate reférences cited for those
students who wish to pursue the subject further {Gol-
lop 1978, Callant et al 1970, Watson and Woolley-

"_Hanlgso Neuberger et al. 1980, Agras 1972).

As in othér areas’ of medicine, one of the major
teaching goals should be 10 teach the student how to
evaluate data in research papen. When comparing re-

ports of varying treatment suc in different sub-
stance abuse treatment pMI&S of

definifion of the problom under investigation, the

1

opiates. These tables can be topied and used as hand-
for the students. Some of these tables can be used
part of the final exam at the end of the junior psy
cl'nan'y block.

Toward the end of treatment of the acute phase of
withdrawal, a good therapeutic step is to ask a mem-
ber of AA or NA to visit the patient while he or she is
still uncomfortable with the substance abuse problem.

e

i
Pl

sqeioeconomic class, age, duration of illness, genetic
background, and marital status of the patient, as well
as the different treatment modalities have to be con-
sidered before crediting a specific modality with 2
higher or lower succels rate.

Use of Community Resources
(AA, Al-Anon, NA)

Teaching the treatment of the chronic phase of sub-
stance abuse should emphasize the necessity of out-
patient followup after ialized rehabilitation has
been completed. Therefofe, student exposure to such
essential community resources as AA, Al-Anon, and
NA should be repeated on several different occasions.
For.example, collaboration with community medicine
departmental seminats during the freshman year can,
offer the opportunity of asking AA, Al-Anon, and NA
mernbers to describe their activities to the students and
“invate them to attepd some open meetings. Again dur-
ing ‘the junior psychiatry clerkship, a special seminar
devoted to these community resources should be con-
ducted with additjonal invitations to attend the open

34
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AA and NA meetings. Some Career Teachers in sub-
stance abuse make attendance of.these meetings a
mandatory requirement of the junior black. However,
other instructors believe that students already nega-
tively disposed to the spiritual aspects of AA's "“Twelve
~ Steps” become even more disenchanted by the“require-
ment for mandatery attendance. Many large commu-
mties have several different types of AA and NA
ﬂups, as youth AA grotps, medical .profession
and NA groups, ete. Since medical students can
identify more easily with vounger patients or with
phystcians, exposure to these tvpes of specialized groups
may, help the student to better identifv with these
patients and to find the meetings more stimulating.

When conducting the community substance abuse
resource seminar with the studenss, it is better (o atoid
the classical “drunk or drug monologue” that some of
the participants present in a self-centered manner
(Henry and Robinson 1978}. Asking the AA and NA
members the following questions can encourage audi-
ence participation by @e medical students- (1) What
areas of help can AA or NA offer to the patient, and
what areas do they consider off-limits (e g, advice on
medication) ? {2} What can AA or NA offer the
patient that the physician, in practice by himself, can-
not? and {3} What are the steps that a physician
should follow to contact AA or NA when he has a

patient in the hospital or his office® It is not un-
usual for most physicians o have a member of AA or
Al-An#n or NA as one of their patients, and the phy-
sician should be encouraged to use such Individuals as
helpful resources. '

Spaecial Problems of Female,¢Minority
Group, and Eld_erly Substance Abusers

Special treatment considerations for female, elderly,
and minority groups shoukd also be presented to the

628
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student during this part of the presentation. As part
of the class seminar, the negative attitudes toward fe-
male substance abusers have to be explained /see An-
notated List of Curriculum Material). Realistic prob-’
lems, such as female alcoholics' feeling inhibited about
speaking up at AA meetings, a fact documented in the
literature, and feelings of alienation when confronted
with male-dominated AA groups, should be discussed
(Henry and Robinson 1978} . Discussions of whether or
not “all female” AA or NA groups might¥fovide a’
more accessible entrance for help for many female sub-
stance abusers generally leads to an interesting debate

. between the ale and female medical students. The

differences in judicial attitudes toward female and
male substance abusers as well as toward minority
groups should Be an integral part of the discussion
{Fraser 1976; NIDA 19796). The rapidly changing
family role of the newly arrived.Spanish-speaking
people, the changing roles of the black male and fe-
male'in our society, and other recent socioeconomic
and cultural shifts should be reviewed in relation to
their impact on the use of chemicals to relieve anxiety

and depression, which is a frequent consequence of |

rapid changes in social and economic conditions {see
Annotated List of Curriculum Material)., The prob-

lem of alcoholism in the elderly has become more fre-

quent simply because of the number of people over 65
has increased 700 percent since 1900 while the re-
mainder of the population has increased 250 percent

{Schuckit 1980b),

Because of the ‘decrease in lean body mass, hepatic
enzyme activity, and kidney excretion rate, people over
65 are more likely to develop # loss of control with
lower dosages of alcohol than are the younger popula-
tion, In addition, the increased incidence of other meds.
ical problems in this age group, the problems of ad-
justment to retirement, and the ihicrease in incidence
of depression can ali lead to misuse of sedative-hypnotic
agents {American Medical Association 1981).

- - ,
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Use of Disuifiram ’

The wse of disulfiram {Antabuse) with alcoholics is
still controversial among some professionals and lay-

.men, who call it a “crutch™ and say that the patient

should not lean on any medicakions. At the other end
of the continuum, it is felt that all alcoholics should
use disulfiram indefinitely since this drug is less toxic
than alechol, and there is no reason not to use it unless
the individual is going to drink. As has been stressed in
this monograph, there are many different weatment
approaches available for substance abusers, the use of
disulfiram is one useful adjunct for many of these mo-
dalities, It may be that disulfiram is underused while
some of the benzodiazepines are overused :n the treat-
ment of alcoholism. In one study of rehabilitation of
noncirthotic alooholic patients, on)y 9 percent received
disulfiram. but 22 percent were admirystered benzodi-
azepines (Reed and Backerheimer 1978,. In the re-
cent hiterature, a number of well-designed studied~of
disulfiram have shown that the use of this medication
as an addition to other treatment modalities helps sig
nificantly to increase the abstinence rate (Gerrein et al.
1973: Fielder and Williford 1980}. The value of the
use of life-table analysjs in evaluating response to treat-
pared with response a¥ one point
in time should be included in the presentation of the

subject to the students {Fielder and Williford 1980)."

In some other countries. routine use of disulfiram
in the treatment regimen has produced excellent re-
sults {Jacobsen 1978;. The compliance rate can be
ascertained by urinz detection procedures [ Gordis and
Peterson 1977} . It is important to emphasize to the stu-
dents that the following three essentials of informed
consent must be present before giving a patient a medi-
cation such as disulfiram. (1, comprehensibility of
the patient, {2} a state of voluntariness, and (3} in-
formation about the major risks and benefits. It is par-
tiularly important to explain to the patient that those

IToxt Provided by ERI

individuals prone toward having schizophrenic or
psychotic, reactjons are more likely to develop adverse
psychologic reactions to disulfiram (Major et al. 1979).

Disulfiram can be used not only for an adversivé re-
action to drinking alcohol but also as a symbol &f the
patient’s commitment to treatment. The student should
leamn that, in some treatment programs, disulfiram in-
gestion by a patient can also be syfnbolic of his com-

.mitment to his family. In one treatment approach, the

spouse s asked to participate actively in the treatment

* program by administering disilfiram to the alcoholic.

Thus, the patient is taking the disulfiram in order to
decrease the spouse's daily ami(ipator} anxiety about
the patient’s drinking and to eliminage false accusations
of having “snedked adrink.” Another positive approach
is the use of disulfiram with the emphasis (hat it is an
insurance policy rather than 3 “erufch” [(Knott et al,
1980) . The patient’s reaction to this suggestion helps to
estimate the degree of his denial and nogcompliance in
a treatment program. -

i

The Goals of Controiled Drinking

Although the‘eﬂicacy of controlled drinking therg
apies over a prolonged period of tinje has not yet been
fully demonstrated, the controversy is of such inter-
est int the feld that the student should be exposed to
the therapeutic concepts and the data (Miiler 1978;
Pattison 1976). Criticisms of the research with con-

" trolied drinking have varied from a latk of adequatd,

contfol group to an inadequate duration of followup
(Miller 1978}, In addition, insufficient attention to
geneti¢ data and to duration of exce;i:re aleshol in-
take have also been voiced as critigism of these stud- .
ies. However, the emotional critiasms by those fear-
ful that this approach will undermine the morale and
success olLAA should not be allowed to interfere with
the scientific assessment of this behavioral treatment
modality, . _ T




Goals of Therapy :

The concept that abstinence is only the first step in
treatment should be emphasized, stressing that this
step 1§ necessary in order for the patients to improve
the quality of their lives: Abstinence as the sole goal

of treatment success will-eventually lead back to alez="

hol and/or drug use, Showing the patient how to
enjoy life without drugs and-to_ feel worthwhile
- with an increase of self-esteem should be the ultimate
goals of therapy. When these goals are attained, then
the patient has too much to lose if he returns to alcohol
or drug use..These goals of treatment have to be
stressed with the stugents 25 well as with the’patients.
When teaching these goals, the undersjanding of in-
dividual patient assets has to be presented with the’
realization that some patients will have more limited
goals than others {Pattison 1976).

Predictors of attrition from treatment programs
should also be reviewed at this time {(O’Leary et al.

Problems in Evaluating
Success Rates of
Substance Abuse Programs

Because reporung by alcoholics has been shown to
be untrustworthy, any study that does not employ
urine assays for alcohol at random intervals has an ad-
/ ditional degree of unreliabifity (Orrego et al. 1979).
Morcover, many of these studies either do not follow
the patents for a long enough time or do not utilize
reporting sousces {e.g., spouses) other than the patient,
Thys, the Rand Report on alcoholism and treatment
and the comparative evaluauon of “treatment™ versus
“adwice™ by Edward's group cannot be regarded as con-
glusive studies, (Armor et al 1978, Edwards et al.
1977). A review of these studies and their critiques
‘for the medical students will provide the student with

=
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1979; . Depression and the patient’s belief that he is in
control of his alcohol or drug problem have high pre.
dictor values in prophesizing treatment dropouts.

The importance of the protracted withdrawal syn-
drome with fatigue, episodes of spontaneous anxiety
or depresiion, labile vital signs, irritability, forgetful
ness, periods of loss of concentration and high levels
of distractability Iasting for weeks or months after
abstinence has been initiated- should be reviewed
{Gallant id press; Kissin 1979). A fully detailed ex-
planation to the patient will help him understand that
these symptoms may be a normal part of the with-
drawal or recovery phase from substance abuse. This
explanation can help the patient accommodate the
discomfort temporanly and thus remain in treatment
and manitain his abstinente (Gallant in press), This
material is best covered during the end of the junior
block of psychiatry or during the senior year.

\/f*’

the opportunity to evaluate information on emotional
issues in 2 constructive way (Gallant 1979; Cohen
1978). These studies also serve to teach the student
that alcoholism, as well as drug abuse, is a heteroge-
nous condition and may have a pumber of subgroups
that could show different treatment responses to a va-
riety of therapeutic modalities (Gallant et al, 1973).
Another lesson to be learned from a review of these
studies is that, when expensive treatment approaches
are found to be relatively inefficacious in terms of per
sonnel.time,and money, these data should stimulate the
clinician to explore and evaluate new treatment pro-
cedures. ‘
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Teaching Treatment Techhiq'(ies: _ :

Use of Recovered Patients

Recovery Panels

To demonstrate treatment modahties for substance
abusers, the patient is an invaluable assistant teacher
not only for the student but for the instructor. Itis not
unusual for the patient to surprise an instrucior with

an entirely unexpected interpret{tion :{:@\;{.&fu‘eat-
ment technique or program helped hirth. The use, of
recovery panels consistng of a vanefy of professional
and nonprofessional patients, including physicians as
well as former “street addicts,” enables the medical stu-
deit to identify wRh and develop an opumistic view of
the treatment of jubstance abusers |See Hostetler in
part 2 of Anno "List of Curmculum Material;,
Presenting this type of patient-fontm and encouraging
questions from the audience help to make rhe teaching
of treatment medalities much more intefesung for the
student. Listening to a physician-patient discuss the
development of his or her iliness and treatment experi-
ences can be an enlightening teaching exercise for all
of the participants as weil as for the audience. The
description of the technuques ang effectiveness of thera-
peutic communities in the weatment of the *hard-core”
drug abuser cannot be taught without a successfully
treated resident from that commynity participating in
the panel session {Sacks and Levy 1979; Vaillant 1966;
Bale et al. 1980). A great value of the recovery panel
is that it can be used for large student groupt.

Self-help Groups

AA, Al-Anon,-Alateen, NA, and other seli-help
gr&ups are available in almoét all communities that
have medical schools, These groups usually have hos-
pital liaison members who are experienced in present-
ing their self-help approaches to professional audi

- . . k3|
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" rehabilitation centers may be invited to the
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ences. Use of these self-help groups serves several pur-
poses.’ Not only does it teach the medical student an
alternate or, in most cases, auxiliary treatment modal-
ity for the substance abuser, but it also teaches the
busy medical practitioner ‘how to tap the available
community resources for his or her patients.

Student Participation in Treatment Settings

When facilities are available, students should be
assigned to a substance abuse treatment team for a
period of 4 to 8 weeks or Jonger so that they can ac-
tively participate in therapeutic experiences. Obvi-
sugly, this kind of contact can provide an invaluable
learning experience, and the techniques learned are
remembered for relatively longer periods of time. How-
ever, the shoricoming of this approach is that the
students can participate only in small groups, and the
manpower required to Provide this type of learning

’ experience for the entiré rmedical school class is far

ter than is usually ayatlable in any medical seting

Consequently, this
as an elective for those students who have 3.
interest in substance abuse.

_ Although it may be impractical to use this learning ]
experience for an entire medical school class, a treat- *
ment- team from one of the nearby substance abuse
edital
schoo! to participate in a seminar, with an entire class, «
In this session, they' can describe their entire treat-
ment prografn and use a guestion.and-answer forum
to allow student participation. '

‘One of the benefits resulting.rom these types of
teaching exercises of treatment modalities s that the ™
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relating between the students,and the recovered pa- | and his treatment but also helps the student to un&er-

tients, self-help groups, and treatment teams not only
enabiles the student to understand the substance abuser

»n

stand his own feelings about these patients.
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Chapter 6

| Interventlon and Treatment of the
Physician Disabledby

Substance Abuse

Early Symptoms of
Substance Abuse Among

Physicians
he subject of substance abuse by physicians
Tshould be taught during the latter part of the
psychiatry block of the junior year or during the se-
nior year, after the student is familiar with the diag-
nosis and treatment of substance abuse.
Physicians impaired by substance abuse may delay
treatment ¢ven longer than do other substance

, abusers, since the doctor frequently has to maintain an
unrealistic appearance to the community. A physician ” the disabled doctor see that personal problems are in-

is supposed to be strong and not get sick, partcularly

with alcohol or drug problems. Substance abuse may
be an even more embarrassing problem for the phy- .

sician than it is for the layperson. Any one of ‘the ghl-
lowing symptoms may be found in all physici t

some time. it is the dexelopment of a cluster offtwo,

three, or four of these symptomg in a physician that -

should alert fellow doztors to the possibility of a sub-
stapce abuse problem: (1) increased-difficulty in social
functioning with tendency 10ward Bsolation; (2) de-
crease in sense of humor;” (3} immoderate use of
alcohol or mood-altering drugs on more than one occa-
sion: 74) increased frictibn with fellow physicians or
impatienge with nursing staff; {3} friction with
Ppatients; (6) repeated ntgtakes in writing ordérs on
charts; (7) episodes of forgeifulness concerning verbal
or written orders; {8} inappropriate amoynt ol time
devoted to working; and {9} inappropriate oF excess
sive prescribing of hypnotics and stimulants. "

It is important for a disabled doctor's fellot ph&
siclan to discuss the concern about potential drug abuse
in a privale meeting with his or her peer. Although this
approach may be regarded as an intrusion on privacy
and the doctor may become Guite defensive, it should
not turn out badly if the elements of concern, 2 non-

r’ -

-

judgmental approach, and honesty accompany this
confrontation, as described in chapter 4. If the prob-
lem of substance abuse Is not apparent to most people
but the suspicion is a strong one, then a private onesto-"
. one confroffation with the suspected physicianis indi-
vated. It may well be that there are other personal

problems that are causing some of the recent changes.,

in behavior. If so, a Loncerned approach should help

terfering with the practice of. medicine. If the ph)su:lan
does have a substance abuse problem and becomes de-
fensive, at least he or she has been momentarily forced

to take his or her head out of the ground and 6ok at

realily , this discussion may help.to decrease denial dur-
ing subseguent confrontations if they are necessary.

oIf several phys:clans and other staff thembers of the
hospital are aware of the problem, a planned interven-
tion with the help of an experienced therapist might be
indicated. O course, if the substance abuse problem is
evident to a great number of people, the family mem-
bers should be contacted first, since it is essential for .
them to be inyolved in the interverrtion process along

i
student for future :ntewenu;{s'aﬁzr graduation, but

» also to help him or her recognize and deal with the
v possibility of.the same problemyin a

nt classmate.
- The film, “Alcohol and Drug Abus®Among Physi-
cians," which is described in the Annotated List of
Curnm‘durﬁ Material, shows a_physician who wishes
that he had had mterwznt:{‘n many years earlier that
would have sa_ved him and his famﬂx additional years

of&miset}'. .

-
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-with closest physician friendyand key hospital adminis-
~ dritive personnel. Tt ‘-i;i)n}pzrtant tofteach the medical «—
. student the steps in t prgcess, not only to prepare the
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The Problem of
Delayed Treatrment of the
Additted Physician -

mentioned in chapter 3, the earlier the physician
establishes a diagnosis of substance abuse, the better
the prognos:s. This statement hoids true for the physi-
cian d d by substance abuse as well as for any
patient.. Unfortunately, it is usual for felow physi-
- cians either to avoid confrontation or to cover up the
deficiencies of the addicted physician until it is too
late. The unwitting destructiveness of this type of
“‘enabler” should be stressed repeatedly, not only to
the medical student but to all physicians, in our caring
and concern for our fellow physician, we must provide
real help through a therapeutic confrontanon, not a
cushion to lean ch. .

If intervention in,the substance abuse probleny does -

not occur witil lhe physician’s practice has been se-
nously hampered and he or she has been placed on
probation, then the prognosis is truly dismal. The fol-
lowing data should be reviewed and discussed during
class presentations in the junior year. Students should
be given the.opportunity to offer appropriate sugges-
tions concerning the probatidnary and treatment steps
that should be available to a physician once the case
is discovered and diagnosed. In one survey of 40 Ore-

gon physicians who had been placed on probation or’

were under investigation for probation {Crashaw et
al, 1980y, 8 had committed suicide and 2 weré
recovering from serious suicide attempts within the
13-month period prior to the survey. This suicide rate
is approximately 500 times the expected rate in physis
cians, and alcoho] was thé majn drug of abuse-in this
particular, population. Monitored treatment was not a
requirement of the probationary frocess in this sth

In another study.of addicted physicians who had not

yet been placed on probation {Johnson and Conneliy

-

1981}, 64 percent were sober and going well. Again,
alcohol was the main drug of abuse in 41 percent of
the cases, and alcohol in combination with other drugs
in 24 percent. The other’ abused drugsin this study
were meperidipe (26 percent), pentazocine {14 per-
cent;, barbiturates and other hypnotics (14 percent),
and amphetamines (6 percent}. The most common
motivating factor for treatment was job-related pres.

" sure, followed by fangily pressure. In another extensive

evaluation of physicians’ lLives, Vaillant and his col-
Jeagues (1966) found that alcoho! abuse once again
was the most prominent cause of dysfunction. These
data emphasize the importance of teaching the student
to attempt to reach a fellow physician early during the
course ofthesubs nce abuse ilingss. .

The medical studént should also learn that the rela-
tively high mudence of substance abuse among U 8.
physicians is not unique. Among British physlczans, the,
substance abuse problem is jusg as serious and perhaps
has an even more pessimistic outleok becayse of less
education about substance abuse and a lack of orga- L
nized treatment efforts concerned with early inter
vention of addicted physicians (Murray 1976a; Mur-
ray 1976b; Alcohol dependent doctors 1979) In one
survey by Murray (1976b), only 8 of 41 physicians -
were practicing medicine satisfactorily after having
been treated for the medical and psychologic conse-
quences of alcoholism. fThis particular pattent popula-
tion was described as having reached an advanced
stage ol alooholism before receiving treatment. The
same author, in a survey of alcoholism among doctors
in Scotland, found the mc1dence’ to be more than 244 °
times lngher in this group than among their nonmedi-
cal soctoeconomic pee:s However, Murray ended‘hls

LI -
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T survey on an 0pt;mxst1c note, stating that adequate edu-
cation about anOhohgn may help te lower the inci-
dence in phys:clags He cited the significant decrease
- i -smokmg'and eemqwd reduction of lung tancer

] I bl
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Successful Treatment of the

* Physician With
Substance Abuse

Detpite a }3hys;c1an s diffislty in making the transi.

tion to being a patient, pamcularly in substance abuse’

programs, treatment of “die addicted” physician, has
been associated with encouraging suocess rates ( John-

" son and Connelly 1981 ; Goby et al. 1979; Kliner &t al.
1980}. In a followup (Goby et al, 1979) of 51 physi,

. c1ans who were experiencing symptoms severe enough
‘o warrant admission to.an inpatigfit* rehabilitation
unit, two-thirds were totally abstindnit for a mean of
42 months, findings quite similar to those reported by
" Johnsen and Cennelly (1981). Ina 12-month follow- .
up (Klmer et al. 1980) of 75 p‘hys:c:ags who had been
. treated oni and¥ijer alcoho] rehabilitation unit, three-
fourths were abstingnt and reported improvement in
their professmnal performances, personal adjustment,
physical heatllh and sself-v:magé In this/study, the.
* therapeut] txc success rate in physicians, (76 percent) was
higher than in gafersf pagents who had beer-treated !
Jin the samé,pmgram (61 percent), This type of sugj,
cess ratgsmay-q;nable the medical student to, develoP &
optumsuc att:mde about substdnce abuse t.reat:nent ag’

" well as increase self-referrals of ph)smmmwarenm

of this relatnely high success rate may alsg, prompt
early intervention and confrontation with the add:cr.e:i‘
physman by fellow doctors. The earlier the interven
uon, ‘the better the prognosis, becausk the paﬁem Is
‘ fikely to have more to lose } famnily, hospltal. aﬂ?hatlon,
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in physicians, a decrese of nearly 50 percent by 197;6
as partially owing to the knowledge of the association

between bronchial carcmoma and smoking,
N
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medical licensure, and so forth) in'me early or middle
phase of the substance abuse prol .

A consideration of compulsory treatment of the ad-
dicted physician and compulsory treatment of other
types of substance abusers should be included in the
class discussion at this time. One good question for
group dis:sussion Is “If substance abuse can be proved
in the disabled physician, shauld compulsory treat-
ment,then be instituted if he or she refuses voluntary
help? Data concerning the New York State Medical
Society guidelines for treatment should be introduced.
New York State has two treatment tracks for the im-
" paired physician: a voluntary prografn and a com-

pulsory, program’ ( Physicians’ Committee: Special Re-

port 1975). The voluntary syitem has no records, has
* fro statutory po'wer, and exists to"encourage self-refer-
ial by the addicted physician. Under the compulsory
system, the disabled doctor can be suﬂpended if he or
“ghe does not aceept monitcred thera

Some additional opinions lhat should provide
material for integesfing class discussion are gs follovs,
Any probation or medical litense suspension gk the ad-
divtet! physician should also include monimwred therapy
as one of the requirentents in order { avoid the dis-
astrous results of the Qregon study (Crashaw et al..
1980;. Compulsory treatrhent may work if the coercion

3 .
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is eontinued long ‘enough 501' the patient to work out '
» the initial anger abouz being forced to séek treatment
. {Physicians’ Committee. Spefial Repért 1975). Inad. *
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Aruitoxt provided by Eic: v

dition, theé probation or suspension of medical licgnsure
should be no longer than 6 ménths in order to avoid an
atmosphere of indefinite waiting and hopelessness.
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_adequately in their jobs despite some pe

-°of~°the

Chapter 7 /-

Diagnosis and Treatmentof = - .
' Substance-Induced, Orgamc , .

Organic Disordérs

ince the diagnosis of substance-induced -organic
menta} disorders implies a pessimistic prognosis,

" it is absplutely essential to demonstrate to the medica}

students that many of these paiients can function quite
anent men-
tal impairment. As a certain amount of medical and
psychologic sophistication is requirtd for understand-
ing this problem ‘this subject skibuld not be reviewed
prior to the‘end of the junior psychiatry block or dus-
ing the senior year. Interviews with these patients.
shauld be conducted or films of interviews should be
presented to show the studemt how such patients can
.function. For-example, an attornéy with permanent
- alcohol-induced braip damage may function quite well

* wth the support of an ajcoholism treatment program.

" He has to keep daily notes of appointment timet, phone
“calls, 4nd so op, but still retains an extensive knowledge
and can handle a civil case more adequately
than some younger lawyers who never drank. This type
of panent is ideal for interviewing in front of a junior
or senior class. ~
The ability of alcohol to induce semlpenhanent or

* permanent organic menta! changes in relatively young

individuals has been well documented (Lee et al.

. 1979)" The relationship betwén total dosage of alco-
‘hol and degree of cognitive defict is disputed, although

the mean age was only 37 years in a negative study by
Grant and his colleagues (Kroll et al. 1980; Grant et al.
1979).

Interviews of organically impaired patients should
demonstrate for the student the early warning signs
of cerebral organicity. Including the pagient’s family
m these interviews can help 1o elucidate the impend-
ing signs and symptoms of organic mental changes,
present a better picture of the progress &f this illness,

N 4

— .

A

» .
and’ indicate the point at which'therapeutic interven-

" tion should have occurred. At times, routine psycho-

logic testing will not’ detect the early organic mental

" changes. More discrete testing (e.g,#Halstead Cate- -

gory Subtest) will show impairment on the more de-
manding tests, everr though alcoholics who have not
volunteered memory complaints may no?d‘nﬁe; from
controls on standard clihical testing. At this time, a
review of an interesting paper Ry Goodwin and col-
leagues (1979}, “Psychiatric 3
Medical Patients,” is qujte relevant. This study
showed that a physician’s dislifeof a pat.ientmay be
prompted by the patient's § ppropnate anxiety or
hostility resulting from cerebtal impairment. Of 22
patients with lupl-ls erythematosus, physifian dislike
was mgmﬁcantly correlated with the patient’s degree
of organic brain damage. Being aware of these nega-
tive feelings and of the fact that organic brain damage
increases the negative interaction may help decrease

the physician's anger.

The relative frequency of substance-induced brain .

damage was demonstrated in a survey of 80 fandomly
chosert patjents with organic brain damage diagnoses
in a Veteran® Administration hospital {Selzer and

Sherwin 1978). Twenty-seven gercent of these pa-

tients had alcohol dementia or alcohol-induced Kor-
sakoff’s and 22 percent had Alzheimer's. The student
should be aware of the relatively high frequency of.
alcohol-induced organic changes and understand that
the prognosis may be optimistic sinée recovery of cogni-
tive skills has been reported with abstinence (Hester
1979). Organic cerebral impairment has also been ob-
served following benzodiazepine administration, but
has not been reported with narcotic use (Hendler et
al. 1980). ’ .
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Dementla Associated With Alcoholism and
cher Drugs .

* E

The diﬂ'erential diagnostic problems of Alzheimer’s,

° » + Alcdhol Amnestic Disorder (Korsakoff's), and’sub-

L)
.

-

dura] hematoma should be reviewed for the student. It
should be emphasized that, if the patient with alcohol
dementia ss able to maintain abstinence, it js not un-
usual to see improvement b¢curring as late as 6 1o 12
months after the patient has initiated sobriety '(Gal-
Jant in press,. The same observations are valid for.the
Alcohol Amnestic Disorder {includes Korsakofl's Syn.

drome), which is a myre circumsceibed illness, struc-

2 -

Treatmerit of the Organlc
Disorders-.- ‘4

It 35 noteworthy that a}ﬁo:ﬂmate}y 35 to 38 per-
ca\ﬂt of alcoholms m different-treatment rehabilitation
sepungs showed demonstrable neuropsychologic im-
pArment on the Halstead-Reitan Category Subtest,
Block Dexgn Test of Wechsler, and Wisconsin Scar-
g Tesg(Gallant in press, . The degree of imppimment
appears, {0 be associated with the duration of dnnkmg

tory (Parsons 1977 Snnth o al. 1973, Lusins et

1960). - i

+  THe studentshould learn.that the help of the neuro-
, Psychologist can be invaluable i in assessing the natupe
" and degree “of cerebral impairment An adequate
evaluation helps to establish realistic guidelines and
goals for the patient, thus avoiding early failure in
lreat.mejlt. An essential part of the treatment of the

.‘orgamc mental disorde 13 helping the patient and the
family to, recognize the problem and meaning of
aluohol-induced damage. ItSs importang for the patient
and the family to realize that many of the organic

mental changes are Iéversible with tJme, abstinence,
-t

turally and functionally, and less incapacitating because
the remaining intellectual functions awrejauvely in.
, tact except for the recent menjory changes.

.The student must be aware that it is essential to
accurately recognize Wernicke's encephalopathy, a
diagnosis that is frequently made too late and cons
fronted at autopsy (Harper 1979). One major recom-
mendation resulting from the data of a study by
Harper {1979), in which only 7 of 51 patients were
diagnosed prior to death, is the routine use of large
dosages of prophylactic thiamine in alcoholic patients,
‘particularly those with evidence of cerebra] damage
{Gallant in press; Harper 1979).

-
»

sometimes be modified with propanol without hav-
ing to resort to the use of neuroleptics or sedative anxs
iolytics {Petrie and Bun 1981). Caring for the brain-
damaged patient at home can result in psychologic and
social problems for the family, group meetings with
other such families capn instill optimism and decrease
feelings of isolation. It is essential to offer these families
{as well as the student) an optimistic viewpoint and
appropriate instructions on how to manage the pa-

tient's daily behavior while waiting for some of the

organic symptoms to resolve. ° "’,"'—

Brief daily training sessions that concenirate on
visual-motor coordination with_appropriate eye-hand
exercrses, attention-span sessions not lasting more than
20 minutes, and abstract thinking tasks should be con-
ducted. These training sessions should include creating
three-dimensional’ figures and abstracting from cate.
gories, The use of mnemonics can be helpful fof
{n'emo‘ry training sessions,

38 Lt

and.good nutrition. Episodes of organic agitation can
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. The medical stydent should leam that instruction

about these techniques and teaching the development

of roytine habits require only a minimum amount of
time but can result in encouraging wanm responses
from the family. The development of routine living
habits can be quite helpful, awnake at the same time
every dam. eat meals at the same time, and stay on the
schedule including sleep time. In addition,

ent should bé encouraged to keep a fotebook

3

containing the time of appowntments for ghat day,
tie. for planned phone calls, time for other types of
social engagements, and work schedule. The patent
uses these notes to compengate for the short-term mem-
ory deficit, which is the major problem in most patients
with alcohol-induced brain damage. It is essential to
emphasize to the patient and the family that the prog- .
nosis can be quite good in a significant number 8f
substance-induced brpin-damaged cases. *




Chapter 8

Prevention of Substance Abuse

Wlthm a Commumty

eaching medical students about their future re-

sponsibilities to the community in which they
will praztice medicine is one of the most important
goals of good medical education. No matter which
specialty of medicine they chose, the future physicians

Prima‘ry Prevention

The goam primary prevention Js to stop the occur-
rence of substance abuse or chemical dependency. The
subject of prevention may, not be a very exciting one

1

for presentation to the seffior studenis, who have been
exposed to all types of medical and surgical

gencies during the first 3 years of médical school. Yet
the subject of priman prevention is veny important in
terms of helping the most patients with the least cost
in money and personnel, Pnmary prevention should be
taught during the senior year, because the student
needs a certain amount of didactic and experiential
material, as well as some ‘degree of sophistication, to

appreciate the importance of this subject. Since the ’

departments of psychiatry in most medical schools do
not have compulsory clerkships during the senior year,

collaborative lectures with departments of community .

medicine or family practice may offer the best oppor-
tunity for presentation of this subject.

Legal Approaches .

An outstanding success in primary prevention of
substance abuse is detailed by Treffert and Joranson
(1981} in a three-page report. This article describes
the process of identifying the problem, educatmg the
public {politicians, professional personnel, and lay-
persons, through media coverage and symposia, fol-

by. the establishment of restrictive guidelines for
prescribing drugs that have the potential for abuse,
particularly Schedule IT drugs. After the Wiscon.sin

4

"
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will be confronted again and again by substance abuse
and its effecis. The prevention of substance abuse will
be their responsibility as physicians. Prjmany, preven-
tion, it should be stressed, may be more important than
secondary or fertiary prevention.

L3

Medica¥’Examining Board defined as usprofessional
conduct “the prescription or dispensing of amphet-
amines for any purpose other than five limited clinical
indications and one research use,” the average monthly
doses by. one major distributor decreased from
27,000 to 700 withim12 months, a reduction of 97 per-
cent. Other distributors in the State reported similar
trends. The Wisconsin board did permit investigation
of amphetamines for other purposes, but only after
approval of a research pretocol In association with
this dramatic decrease in amphetamine sales, amphet-
amine-related arrests decreased by 75 percent within
the same period, without a resultant increase or diver.
sion to Schedule IIT or Schedule IV stimulants, which
can induce anorexia. -

A brief description of the {ailure of legalization of
stimulant use in the “Swedish Experiment" provides
additional practical advice for govemnmental policy.
{Hofmann 1977). Popham’s excellent review (1976}
of the effects of legal restraints and taxation on the in-
cidence of alcoholism and alcoholerelated morbidity
and mortality is worthy of at least one seminar. Cook’s
survey of the effects of liquor taxes in the United
States (in press} is another good article for presenta-
tion at this point. This report demonstrates that in-
creases in the tax rate on alcohol beve reduce
both alcohol-refated auto fatality rates and cighosis
mortality rates. As Wageman and Douglass have re-
ported (1980, the correlation between raising the le-
gal drnking age and the reduction in alpohol-related
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motor vehicle crashes should be emphasized. The dis-

cussion of this evaluation of the effects of legal drive *

ing age upon frequency of auto accidents in Michigan
can be accompanied by reference to, the Ontazio, Can-
‘ada, study {Smart 1976). Using Smart’s book as a ref-
erence. the faculty member can summarize the rela-
tiorithip between lowering the legal drinking age and
frequency of alcoho] use by high school students, in-
«rease in percentage ‘of arrests for drunkenness, and
adolescent drinking-driving accidents and fatalities
The question “How, responsible <hould the govern-
ment be in setting public health policies /legislation
and taxation® to protect the lives of its citizens, pro-
vided that the data in the cited references is valid?”
can stimulate an interesting discussion. The physician
of the future will have to take a more active commu-
nity role in the area of public health as the overwhelm-
ing importance of primary prevention becomesincreas-
ingly recognized.

Educational Approaches

* By the senior vear, the medical student has been
exposed to the psychologic mechanisms of, the in-
fluence of cultural attitudes on. and the genetic predis.
position toward substance abude, as well as to its
psychologic consequences. Now, a discussion of the
physician’s responsibility for educating the community
should be included in the substance abuse curriculum-
The medical student has to realize that sustained public
educational campaugns on substance abuse are required
n order to initiate appropriate legislation. It should be
taught that alcokolism, like any drug of potential
abuse, is more thaf a medical problefn. However, it is
the responsibility e medical profession to educate
and help contribute to changes in legislation that will
lower the_substance abuse morbidity and death rate.
1

\

-

4
Education about substance abuse should begit in
the early years of grammar schol. Many of the subjects
that children learn in school may be lgss important
than advice about drugs of misuse and ways of avoid-
ing such drugs.
Educauonal and community legislative efforts can
have some impact on student preference for substances
rthat can be abused. In one study, a combination of
expected legal sanctions and peer disapproval was a
strong deterrent in 9] percent of the nondrinkers of
whom 69 percent feared legal sanctigif and 8] percent
feared peer ppwyal (Burhett and Carrithers
1980).

Continued approaches to the media for help in ad-
vertising new side effects or toxicity data about abuse
of specific substances can help keep the public aware of
new developments and, in a few cases, may help to
penetrate the denial mechanism of substance abusers
and to deter naive users. The combined effects of
smoking and drinking on perinatal marbidity and mor.
tality and in inducing sperm abnormalities should be
widely publicized {Fabre and Jolette 1980; Evans et

- al. 19817, Misleading infbrmation about advertised
decreases in tar and nicotine levels of cigarettes should
be corrected by public education efforts directed par-
ticularly toward the adolescent population (Kozlow-
ski et al. 1980). Occasional group discussions about the
“legal drugs” conducted in high school settings by phy-
sicians can be interesting for the doctor as well as for
the children.

In commumty mechcme, a presentation of how
smoking can effect the carbon monoxide Jevel I near-
by nonsmokers and the rights of nonsmokers in social
unumstances can Jead to sumulating discussions (Koz. |
lowski 1980;. During this discussion, the effects of
other socially acceptable “benign™ drugs, such as caf-
feine, should also be reviewed (White et al. 1980).

42
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Secondary Prevention
Medical Aspects

The priman empha.sis of secondary prevention of
substance abuse is early casefinding. As detailed in
chapter 3, the student should learn the early symptoms
and signs of substance abuse, The articles by Dubach
and Schneider {1980, Morse and Heest (1979}, and
Israel and colleagues ! 1980] and appendices A, B, and °
C provide useful resource material for detecting: the
eirly phases of substance abuse. If the physician is
alert to the early signs and symptoms, he or she may
have the opportunity to intervene while the patient’s—
social support system is still intact. The students should
be encouraged to routinely use screening question-
naires, such as the questions in appendix B-1 or the
MAST in appendix B-2, when they are working in
hospital emergency rooms or in outpatient clinics.

The cansideration of family prablems that resubt
from substance abuse should emphasize the |ikelihood
of the presence of substance abuse in families with a
history of child abuse, spouse battering, or other types
of extreme violence (Baehling 1979; Alcoholism cited
in domestic violence cases 1980; Gershon_1978; John.
son et al, 1978). Future primary care physicians, such
ag pediatricians, family practitioners, and obstetrictans,
have to learn that ireztment only of the end result of a
substince abuse problem [e.g., medical management
of a battered child or spouse} is totally inadequate
Identification of the offender and assurance that this
person receives followup treatment in order to avoid .
future violent qecurrénces is the moral responsibility
of the physician. The student must learn thi¢ attitude
and ethical concept before graduation from medical

School. '

Data such as that published by Rosett and his (ol-

leagues {1980; reinforce the importan.e of sec,ondary‘(

prevention or early casefinding. As a consequence of

43
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significantly reducing the alcohol intake in 25 preg-.

nant women who drank heavily, there was less growth
retardation among their offspring at birth than among
the offspring of 44+ women who continued to drink
heavily. Thus, early caseﬁndmg in pregnant alcoholic
women can serve as primary prevention for low infant
birth weight and possible subsequent impaired motor
apd mental development ( Stretssguthy et al. 1980).

Routine screening for alcoholism in emergency
rooms will reach a significant number of alcoholic pa-
tients who present with other complaints: 63 percent
with trauma and 23 pekcefit with vague neuropsychi-
atric complaints in one s (Rund et al. 1981}. The

student should be constantly aware of the substance ,

abuse problem if he or she is to later determine an
adequate treatment followup strategy for every patient
seen in the emergency room or clinic.

Secondary prevention is also impo for the geni-
atric population. In this patient grodp, certain signs
and symptoms such as repeated falls, 8pisodic confu-

sion, and self-neglect may be indicators oY underlying
drinking problems. It is not unusual for some patients
to start abusing alcohol late i life (Wattis 1981). In
some cases, close relatives who abuse alevhol them-
selves may be enabling the elderly patient to drink.

At the other end of the chronological continuum, the
incidence of alcohol abuse and misuse appsars to be in-
creasing among the young. The Adolescent Alcohol
Involvement Scale (AAIS}-is a practical learnffig tool

use. and gleoholism-like illnesses in the adolescent
population {Mayer and Filstead 1979}. This scale can

also be an evaluation tool for future pedla.tnqans or
physicians interested in adolescent medicine, since the

scale can measure the degree of alcohol misuse in a
community school. In association with this scale,

o -
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. for the medical student to use in defining alcohol mis- |
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Kandel's study on the stages of adolescent drug use
{1975) may help the community-oriented physician to
predict the degree of drug misuss or illegal drug use in
the local high school pepulation. The tremendous in-
fluence of adolescent peer réfitionships on drug use it
stressed in the later article. Another interesting refer-
ence article for class discussion is “Drugs and the Class
of 78" { Johnston et al. 1980). This extensive review of
substance abuse.in 125 public and private schools
shows thé degree of drug use and indicates the impor-
tance of peer impact upon the adolescent’s decision
whether or not to use substances of abuse. In all of
these cases of adolescent drug use, secondary preven+
ton has to be concerned with early identification of the
problems; education of the parents, peers, and school
system; and the need to have available abstinent peer
groups for the drug abuser to turn to when asked to
give up former “drug-taking” friends.

It is also important for the physician to be aware
that some patient populations may have a high per-
centage of substance abusers, thus, a higher ind
suspicion’ for the problem should be present when
treating such populations. For example, even after con-
trolling for sex, age, income, education, and marital
status, veterans over 35 years of age who were less edu-
cated and had a Jower incidence of marriage showed
a significantly higher prevalence of alcohol abuse than
nonveterans from similar backgrounds {Boscarino
1979;. This is valuable information for the medical
student, particularly those who may be en?ering the
armed services or planning postgraduate training in +
Veterans Administration hospitaks. ’

- Tertiary Prevention e

Tertiary prevention refers to treatment and re-
habilitation of paticnts seeking help for subgtance

r

Legal Aspects

Screening the driving records of persons convicted
of driving while intoxicated (DWI)} is one legal ap-
proach for detecting early cases of alcohol ahd drug
abuse and preventing future problems (Maisto et al
1979}, Th e data, which are available in most
communities, can have important therapeutic impli-
cations in regard to early prevention. The average
timespan between {)WI dogvictions progressively de-
creases with each conviction, increasing the likelihood
of a disastrous car accident (Maisto et al. 1979).
Compulsory treatment of such traffic violators may
be helpful in some cases, if the duration of sentence
is long enough to work out the subject’s initia] anger '
over being forced to accept therapy and if the court
sentence provides harsh penalties for noncompliance
(Gallant et al. 1968; Inge 1979) Screenmg guestion-
naires and teste {described in chaptcrs 2 and 3) are
available for use in courts and related social agencies,
such as probation units {Hoffman et al. 1974, Gold-
stein and Sappington 1977, Dubach and Schneider
1980, Morse and Heest 1979, Woodruff et al. 1976,
These screening efforts could 2lso be utilized in child
abuse tases, spouse beatings, and other possible court:
related substance abuse problems. Thxs type’ of ea.rl)
caseﬁndmg within the legal system’ can be quite pro-
ductive, since it is likely that the court will have the
legal power to incorporate treatmens into its recoms
mendations. A visit by the senior student group to one
of the municipal night coyrts will provide an excellent
learning experience about the impact of akohol and

, drug abuse on the Iegal system.

i
«
t :

abuse complications. This subject has been uwered .
in chapters 3, 4, 5, and 7.
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. Tl?ose pilys;cian:; who become SBIIO‘I.ISI’)‘ il or die  residency;. more than art otcamqnal use of a]cohol or 4
prematurely * from ‘such - disorders as suicidgz. - mgod.nltenng drugs. ]
. hypertension, caricer, cotonary. occlusion, and mental . Therearem any theoretical explanations for the high
illness have had significantly different personality incidence of emotional isorders among ghysicians.
. characteristits in' youth from their fealthy classmates. g concept is that many personswho choof medicine .

# (see Manber 1979 in Referénces). If a riedical student as,a career are achievement- and endurance-oriented
» .
!ﬂ"mslde:lt has to af"iore of the following symptoms, may have relatively. Jitdle.spontaneous creativity or
then he,’she should be awale of future sﬂscepubnhty fexibilrty. Thus, th:stype of, individual may be well .

to substance misuse lmpal rment rewarded in medical “school bu; quite frustrated j 1in the. ™ .
For medical student? Fallure in any area of r:ﬁ?edlc,al unstructured uorld pf clinical mechcme with, resultant
dycation; dlfﬁculty in $ocial functioning; failore to  difficulties in coping. . "-x
iz e
., findhumor in one’s role asa medical student; regular | T decrease these probiems, it is recommended hat,

use of mood.altering drugs, Tmmoderate use of alco- o9 1 cchools as well as continuing education pro-
hol. family history of alcoholism, irgegular of tncon- oo emphasize the dangers of dfGg and aldohol,
sistent ¢lass attendance or gmdes friction with a pro- abyse, tHe destrucm.rp nagure o overwork, the "‘Qﬁd\
fessor. . * for continuing self-mspectlon nd self-awareness, the
. For residents: Repeated inteilectual errors, numerous . importance of developifig Tnterests outside mediclne, ~
mistakes in writing charts and so of, friction with per-  and the need to devote a considerable amount of time
* ~ sonnel or patients, mappropnate .amount of time de-  to f’amuly life. It is nmportant to note tha} physiclans’
voted to ‘studhes, work, or socializing, dnusual social of  own estimates of their problapu with drugs and afcohol
ﬁnanual problems, more than one change of career _ are much- lower thaﬂ those developed through inde-
choice during a.3-year residency , avoidance of private pendent research, As many as 6 to 8 percent of all
practice experience, avoidance of. thorough training ph}rsmaqs will ha\\e a drinking problem at sometime in
m the intended area of specialization, avoidance of a  their lives, and about $or 2 percent of all physlmans
particular atea of training dixrihﬁ the intemsl;ip or  will abuse dn;gs T .
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. Diagnostic Questionsf

’

-
- .

Self-examinatioxb should be part of the drinking
person’s routine, and every effort should be made
*  to be as candid with oneself as possiblé. Exampies of

questions that could be indicative of a pre-alcoholic
- situation are: '

-5,

[] +

' ﬁ%l get drunk when %vintendéd to stay
er?

" 2.When things get roudt, do | need a drink .
"or two to quiet my nerves?

Using alcohol as & tranquilizer can be;precarious be-
cause the dose is difficult to adjust, and no other
person is supervising the medication.

s . .

&

7.

”

) .
. A
3. Do other people say I'm drinking foo*
“much? . o
If the negative effects of drinking are évident.to
. more one person or to a single person on a
num occastons, this nMans that one’s hehavior
is exceeding the social limits. It ypuld be well to
listen o such commenis, remémPring that most,

ple are usually reluctant to talk about the drink- .
mg troubles of their friends and rejatives.

o

i, . w'
4. Have | ever had a “DWI" (drivirlg while—"2:
i intoxicated) charge? .
< Being arrested even once means that ohe has a 50
'$ . }aercent chancé of already having a drinking prob-
el'n- -
. . ® . ,

i .

e P

*Appendix B-1. -'

or Advanced Alcoholism

)

* -

orEarly = -

a

-

Is it not pcgible for me to stop drinking~ ;
for a month or more? '

Resolving to stop and not being able to carry it off
would indicate a definite Psychological or physe
ical dependence and reflects a serious future out-
look. Being able to stop is encouraging, but does not
eliminate the possibility of binge or gther types of
destructive drinking. It not being able to stop that

is indicative of a dangerous situation.

‘ r

-. " - This Euest.ion speaks to early loss of control over .
one’s drinking. The inability to stop, once drinking "
has commenced, is an ominouysigg. Even an occa- .
sional loss of control may be ammf. 6. Do | sometimes not remember what

happened during a drinking episode?

Blackouts due to alcohol consist of variable periods
of amnesia for what happened during the drinking
bout. They are to be diﬂ'erentiaLea from passing out
into unconsciousness, which is the end state of intoxs
ication. Blackouts strongly suggest she problem of
alcoholism. Passin% out is an unfavorable sign. \

Has a doctot ever said that my drinking
was impairing my health?

By the time a medical examination reveals abnor.
malities attributable td alcohol, it is clear that cone
tinuing to drink as previously will seriously damage
one's health, Abnormalities of amino acid ratics,
plasma lipoproteins, or hepatic enzymes are signals
that toa much ethanol is being ingested for the liver .,
to cope with.  * - : .

Do | take a few drinks before going.toa .
social gathering in case there won't be
muckt to drink? ~ ‘o ‘
Assuring oneself of a sufficient supply of alcohol,
just i , s evidence.5f an unhealthy preOCCuPa-
tion with such beverages and-speaks for a need to feel
“loaded” on social occasions and of the presence of
a drigking problem. ’
] L]
v " . :‘
. b

+
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be served?

The urgepcy to obtain a drink
. Gulping drinks is another sign of overinvolvement
with alcohol.

- L] 1

‘a‘

“

10: Have fitried to cut down but failed?

As with the inabilitysto stop dnnkllg for periogs of

< time, the inability to cut down is a varning that de-
pendence is present or impending. Cuttmg*doun
successfully but evsemually slipping back up is an-
other sign of possible future trouble. + :

E]

11. Do 1 have to have a drink in the
morning because | feel queasy or have
the shakes? .

The relief obtained from a drink after arising is ap-
parently the relief of early, mild withdrawal symp-
toms. Therefore, a degree of physical dependgnce is
already present and this symptom suggests that
alcoholism is now a severe problem.

12. Can | hold my liquor better than other
people?

Being able to hold one's liquor is not necessarily
evidence of manliness or freedom from complica-
tions of drinkifig. It may indicate the development,

of tolerance due to the persistent cdnsumption of
large quantities. Although' social disabilities may be
, avoided by holding one’s liquor, physical lmralr- ’

ment due to the amount consumed is mcmtab

" the nearest available alcoholism treatment &linic. ~

\

13. Have many members of my family

been alcoholics?

There seeins to be a genetic component to some ine
stances of alcoholism. Peoplé whose parents or
siblings had serious problems with alcohol have
_reason to be extra careful of drinking habits.

[ hJ

" The 13 indicatives mentioned above are early or
somewhat acdvanced signs of alcoholism. They should
be assessed seriously by the individual uﬁemed or by _
the health profeésaonal who is cvaluaung im or her.*
The recognition that a threat to one’s future ¢xists is
a first step. The second step is taking rgalistic actionon -

* the basis of the threat. The third step is sustainifig the
- "new behgvior. These steps are the critical blocks to ]

altdring the course of destructive drinking: refusal tp
accept the information, refusal to do anything about’it, - .,
and refusal to maintain a corrective copurse of action.

If any 2 of these ‘t5 indicators aro present, the | pm- .
blem drinker and the famuly should seek immediate "
help and guidance from AA and AlAnon as well as "

- *




Appendlx B-2 T .
~ Michlgan Alcohol Screenmg Test_ (MAST)

'_ _Poiﬁts -.;/ ' " Questions - . .
. (0). 1.7Do yeu enjoy a drink now and. then? . - - T
(2) "-2."Po you feel you are a pofmal drinker ' 4 '. e A

A . (@) 3. Have yoy ever awakened the morning after some dnqkrng the night before
oS and found that you could not remembe?% part of the ev?ng before?

(1) ) '4 Does your spouse (or parents) ever worry or eemplarn about your drlnklng'?
2 5. Can you stop drinking without a gtruggle after. one ot. two drlnks?* !
: '-_;;\ Q) "B"Ibe you ever feel bad about your, drinki e T -
:;‘?\: (2.) ? Do friends and relatives think you are giuurmal drinker?*. e

I
e (O) B Do ybu gver try to limit your drinking to certarn times of the day or to certarn
L - places? : .

'.',_, (2) : 9 Are you always able to stop drrnklng when you want to?* "’ N
' 5?(4) 10, H’ave you ever dttended a meetrng of Alcoholics Anonymous (AA)‘? ' (
: i ,_,JT Have-»you gotten into fights when drrnk:ng"’ ' oy

. @), 12. Has e‘ﬁqkrng ever created problems with you and your spouse? *

. NT‘T's Has your ?pouse (or other famuly member) ever yone to anyone for help ab'0ut
Pl your drinking? =

.

- (g) ave you ,ever lost fnends or-girl/boy friends because of dflp_klng? J
{2) 15 ever gotten into trouble, at work because of drinking?
(2) 18. Ha ] you ever lost.@ job because of drinking? (ORI .o T

L {2) . 17 Have you ever neglected your oblrgatrbn@bpr family, or your, work f5r 2 or
C mor’e days because you were drinking? .

a _(1} ‘réx De you ever dri'n‘k before noon? | ,
' (2} 19 Have you ever been told you have twer treuble? Cirrhosis?

'Y (2} 20 Haveyo:u ever had delirium tremens (DTs)ﬁsevere shaking, eard voices or
vy seen lhmgs ihat weren't there after heavy drlnklng?

i .' T (4) 2. Hav eu ever gone 'to anyone for hélp about’your drmkm ?
. (4) ‘ZZJ yeu ever been in a hospital ause -of drinking? _ ~——

i

-+
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" Pomts ' 2 Questions
0) . 23 (a) Have you ever been a patient in a psychiatric hospital or on a psychlatnc
1 . 7 .~ ward of a general hospital? .
, X(2) " (b) Was dnnklng part of the problem that resuited in hospltallzatlon’?
. (0) 24. (a)Have you ever been seen at a psychiatric or mental health clinic, or goneto .
_ any doctor, sociat worker, or ciergyman for hefp with an emotional problem?
" \)((2) (b) Was drinking part ‘of the problem? o g‘
(2) 25. Have you ever been arrested, even for a few hquﬁ, /ec’mqf drunk ‘/
behavior? o~ , i
(2) 26. Have you ever been arrested for drunk driving after nnkmg? ’ o ,'
) ;-\ 9 / o :- ""_'“,"i

- r
- ! -
/ \/\.__/ y P T
2o . I A
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» = [ AL . o
Negative responses are “alcoholic”, responses, — ' /; St .,

[ S
ryle Tl
' . ! v i
‘.‘/’{ ;2:"1. ‘._' __‘};
‘ R Ty i
. . - " - o . H
y 3
A total of 4 or more points is presumptive evidence  However, a positive mpanseto 10, 23 or 24?wodldbe ) *t
of alcoholism, while 2 3-point total would make it ex-  diagnostic, a positive response md.u;ates ﬂcohoﬁsfn "J .
tremely unlikely that the individual was not alccholic. . : ERKIRR S
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TabIe1 Checklist: ASummary of the Interview

3

‘H ATEE L] #"

",
1

SRRN

Behawor

Eriendly -
Intoxicated
Hyperattive
Inackive ~

Alert

Initiates conversation
Nervous
Manipulative
Seductive

. Directs the interview

Evasive
Suspicious
Believable

. Cooperative
Behavior appropriate 10 mtcrvicw

. siwation. .«

.

I

~ Thoug_dxsorder
Ye_s-

L]

-"-J L
-
* -

If all, or‘al"mou- almost &ll, answess are “no,” then further

’

!)\

Sensonum onentatlon Is the patient

No

SN

e

onented 10**

RN

_NG

-

A—
*

) — Time?

L3

a— Does he/she make sense?

Is he she thinking straight?
— Can you follow him/her?

Does he'she answer questions

appropriately?
s the patient scared?
Does hefshe scare you?

L]

Place? -
Person?
Sipuation?

-

" paychological évaluation may beindicated.

bt
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Table 2. Cutaneous Signs of Alcohol and Drug Abuse

Direct Sequelae Indirect Sequelae
, Local ' Systemic Other stigmata - Medical problems
+ . N o " « ’
e Skin tracks Fixed drug Excoriations . @ Jaundice
¢ruption R .
Pop scars ¢ . Acne excoriee Pigmientary problems
. Eyelid edema <
~Fc  Abscess . Sy Self-induced _ Pseudg acanthosis nigricans
Urticaria tattoos ° - "
Uleeration Bullous impgtigo
‘ Purplyﬂ Wrist scars
Infection Chieilitis
. Pruritus Tourniquet , ' .
Sphaceloderma : pigmeniation Contact desmatitis
. Hand edema - i Cigareue burns
Thrombephlebitis N . Pental disorders
Camptodactyly ( .
Shooting tatwo ’
Bullae .-
Perforated septum _— ,
Acne rosacea ’ s .
_ Spider nevi oot t «
, Pajmar erythema ot . ‘o : /
' '

Porphyria cutaneous tarldé ) . : .
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Table 3. Stimulant Intoxication and Overdose
Signs, Symptoms, and Diagnostic Aids

* Signs®, Symptoms - - Diagnostic Aids

; ‘ : ' mmon: )

Most common: Most commo Blood or urine levels of amphet.
Tachycardia Anorexia ’ amine or cocaine
Hyperpyrexta . Euphoria - i ‘

Diaphoresis ' Irritability “
Dilated pupils Manic affect

_ | Hypertension a , Paresthesia
Dry mouth ’ Restlessness . .
Tremor ‘ Insomnia

. L X'
Hyperactivity Labile affect
+ ) ) ) ”
o In highef doses os-after {
In higher doses: . prolonged use: ;L

L)
Delirium * * Auditory, visual, and sometimes

tactile h&llucinations
Seizures followed by coma ¢ narema

v Paranocid ideation or psychosis
Hyperactivaty t
Stereotyped activity

59
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Table 4. Stimulant Withdrawal

Signs, Symptoms, and Diagnostic Aids

Signs ’ ' Symptome Diagnostic Aids
4
Psychomotor reiardation - General fatiguc Abnormal sicep EEGg
Nasal congestion t Apathy Urine screen for cocaine or
' .. amphetamines
1 Agitation \ .
Depression Depression scales

Generalized aches

Hyperphagia

Hypersomnia

! In withdrawal from cocaine when taken by insufiation
{ {morting).
% Because these symploms alsc may be present in primary
depression, careful clinical evaluation of the psychopathologic
eomditions present before the tse of stimulants is irmportant,

49
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. Table 5. Hallucinogen Intoxitation )
Signs, Symptoms, and Diagnostic Aids - ‘e
[ ] i " , .
Signs Symptoms ‘ " Diagnostic Aids *
Dilated pupils ~ Low to moderate doses: None is - widely available. Some lab-
. cg:étor!ah can do uri;c or bloocé levels.
o . Anxiety with a nitrogen detector or GC-MS$S
ypertension : , itEsu-uments arc requ":)r:f for tll:osc drugs °
A ) ; Visual distortions » * ° at can produce avioral chan
yperreflexia _ at blood levgls less than 100 ng/mi. &
Tremor . Hallucinations * P
‘ ‘ - ¢
Hyperpyrexia Chariges in-bosdy image -
Tachycardia Labile affect >
Facial flush Paresthesia N
Conjunctival injection (marijuana)  Syngthesias’
Timo-space distortions . ) )
In : :
higher doses Rambling specch . ~
Toxic psychosis : - , ’
. ) Easy suggestibility ' <
Seizures (rare) s
Anorexia C
*  Depersonalization ‘ ' .
Patanoid ideation ' In higher doses: ' s e
. Acute pani¢ reacﬁons-\f - '
) (not necessarily dose f’
. related)
1'The pat ieat may'complain of “focjing sounds” or “hearing coloes.” . P
- . -
* : oy ' F] L ] N
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Table 6. Phencyclidine ?PCP, Angeldust)
Intoxication and Overdose
: ' Signs, Symptoms, and Diagnostic Aids
Signs -Symptoms Diagnostic Aids
Low doses: Low to moderate doses: Blood and urine levls of phencyclidine.
. \ Either GC apparatus_with a bitrogen
. Dysarthria . Hyperacusis detector or GC-MS is required for
. A detection of blood or urine levels in the
Horizonta} and vertical nystagmus A floating fecling low nanogram range. Otherwise, false
. . - . laboratory negatives an confuse the
‘ Gait ataxja * Aggressiveness diagnosis. Test may be positive for a
' ' .. week after the last dose.
Tachycardia Euphoria
Increased deep tendon reflexes Analgesia -
o Body distortions -
Higher doses and overdose: Lo :
: . Nausea - o P
Blank stare _ \
Feelings of great strength .
Facia) gri i .
A grimaces Amnesia . ) —
Hypertension .
~ Mudle rigidity, spadls . Higher doses: '
~ '\ Seizures . Inability to'speak~ ’ <
. i \ . - \ h‘jo .
. “Eyes open”” coma, levels of con- Labile affect -
#  sciousness may fluctuate . ’
. Vomiting —
" Drooling Psychotic reactions, de- . -
liriumn, schizophreniform . . v
psychosis ~2
" Paranoid delusions ! ’
. Hallucinations ' .
3 ¥ a—— *
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. Table 7. Hypnosedative Intoxication and Overdose
. Signs, Symptoms, and Diagnostic Aids

Signs - ' Symptoms Diagnostic Aids ¢
{ow doses: . L ow doses: Blood or yrine levels of‘geprcssant drugs
Horizontal and, less frequently, *Dizziness EEC-nonspetific depressant effect
vertical nystagmus
P Paradoxical excitenient
Dysarthria . or viclence
Ataxia Confusion . ) h
Depressed respiratory rate. Lethargy, drowsiness ¢ :
. . I -
_ Hypot¥nsion ) Clumsiness -
. .
DCPI‘CSSCd dCCp tendon ref}exés Higher doses:
* Stupor - : ( . Irritability
Hypotonia ) ' General sluggishness . ’
» Lo e -
. Dysmemia . ! Inability to concentrate S
_ Higher’che_s %nd overdoses: 7 v .
Coma 4 P
' Shock . - o . y
. Respiratory atrest - St A
. \ " e
Pupils may be slightly constricted!
«#. orunchanged - ' . . -
A : " - : !
-': ‘. 1; ’ . » /‘ -
! for glutethimide (Doriden}, Ghicl:lmy present with difated pupils or anisocoria. . -
7 Y '
, 7
‘e

i . 63




Table 8. Hypnosedative Withdrawal’ oo

Signs, Symptoms, and Diagnostic/ Aids

Signs

Symptoms
hY

Diagnostic Aids

Most common:

Most common:

EEG showing bursts of spiked high ampli-
tude slow waves in nonepileptics ?

Fever - Anxiety
Postural hypotension Abnominal cramps
Diaphoresis Anorexia '
Tremors . Irritability /_/
’ - "“-._/’r‘
Flushed face Sleeplessness
Delirium _ ‘Nightmares .
in severe cases: In severe cases:
. Seizures | Gross cOl'_lfﬁéi.on
Ll \
’ Hallucinations
Shock
’ -

 Once physwal dependence un barbiturates s etabluohed,
abruptly stopping whe drug produces a mthd.ra\:al syndrome
amlar 1o those for ali barbiturates and sedatve-hyprotcs.
The term  depressant wihdiawal syndiome™ s thus preferred
by some authors. The seventy of withdiawal depends on the
amount and patteth of use and the .ndividual phyziological
differences of the user. Durauon uf ume between cefation of

depressant r:.edh.atiur. am:l'apptaram.t of withdrawal sy mptoms
+3 re}ated w the half-lfe of the drug. Alchol-relaed wsihdiawal
symptums usually appear during the first 7 days after with:
drawal, but benzodiazepine wuhdiawal symptugs may not
develop unil 5 wo 7 days afier mgdication s discontinued.

Y The EEG is of Lmited diagnostic value within 2 weeks
after seizure activity or during drug intoxicatlon.

»
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Table 9. Opiate Intox:cation and Overdose -
- Signs, Symptoms, and Dtagnostac Rids T
’ Signs Symptoms Dl‘agnostic Aids i
. Most common: - t ow doses: . Naloxone (Narcan) revcrscs sngns and
0St common: T * symptoms of overdose and intoxication
* Miosis! Euphon-a . r Blood or urine lefels of opiates .
‘ Floating feeling - -
Higher doses: Slecpiness g , .
o H 2 - . - .
. Nodding . Aniety { . . .
Hypotension
YPOthcrmm .. ‘ . \r
ép)csed respirations - . ' . Ca _ §
Shock { . ! . .
Needle marks, tracks - ! ’
Cyanosis . ‘. .
Tachycardia .
* \ ' ' ,
Overdoses:
- Pulmonary edema ' , . ' %
Coma o . '

.

i v ’Apn . » . - : .. .:'.
’ ' r " L3

1 with idine (Demerol) the pupils may sometimes be dilated, . . . o
2 The fallato chest and jerks back several times each minute. .- . * [.




~Table’ 10 Opnate thhdrawal L T
SlgnskSymptoms -and

- . " .
-
. L
o
L - " +
- -
, .
-
- - -
» . .
- . -
»
»
- ) .
-
- L
-
- R . L3
. . .
“r - -
- L] . .

1
-

Y

Y

%nostuc Alds _ oot

\ . Signs Symptoms” / Dlagnostte-.Alds
'] - T ] " 3 S T . T = B .
Mild withdréwa]; - , . Nausea, anorexia Signs and symptoms are prccap:tatcd or
. : "R;- . &‘ intensified by nal,pxone (Narcan) i
: Yawning e : Anxiety jection
’ » Dilated pupils . Irisomnia (except forREM Urine tests for opiates or quinine;
sleep) R _which, may be present 24 to 48 hours
I _ e - ) J s "after last. dose .
In more severe cases: . - Abdominal cramps- . > .
«  Vomitifig /{ g . Pam mmusclcs and bones _' K . L% .
PO e - - ! \ T
Drarrhea = Coa eg, spasms ( }lckmg the .. oo, "_
S habit) , - ‘ . .
: Piloersetion (gdescﬂesh ] o - . RS
i Irritability . .. P o
' ,Rhmorrh_fa ' . ‘o
e ) .o Ratlmneiés ' : 1 i
* Lacrimation T . .. -, e n)p
Cravingfor omatﬂ v . L
; Ele\tauon in pulse rate.and blood ¢ &
press . Sp“ﬁmaneous ejaculanon .
- . N o . 3 - b . '
i :‘ ¢ . ¢ ﬂ’(’ ~ ' .. ‘ § . . . ! ' <7 E‘l
* . N v - % .
HSympioms Glually, begin 6 to 12 houts after last usc ahd .. _m;ld, with onset 6 t0 ¥2 hours fotlowing last dosc However,
Wy,.  tah inst 72 hours pr fonger depending on the duraton of withdrawal convadsiond have been reported to ocru; in mote |
" aeyon of the drug uscd. Methadone withdrawal Symploms  severe casmi:fﬁarvon withdrawal. Certaig symptoms can Jast
\ dc\'eiup(l o 24 hours after dasy, dose and are generally less  for several mongls & and are'called the “pmt:&tted absunmee
|n.tense g?t.rtiore.prélonged W:thdraw.al frgm Darvon is ‘hyndrome v . -
R r, P . i a
S . R . . ®
. i .: . ' .
1 . ‘5. 4 N ¥ . - 1 - .
pid ‘ f . A .
™ ] : ’ .t \ 4 . " . - .s
' , N ‘ ¢ c e . .
PR ..- ' ‘e - - - . L & - . -
. -. . T - . ' . L '
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. .Table 11.-Drug Signé and S'ym'ptdms

Withdrawal -

Intoxication Overdose

"~ %

; v E w

. = . £

s |2 aﬁ‘gg 211 E

SAE N IE FIEIE AT E FIE N IR

Sl 2 R A 2l212)5)| 8 gi=| 2

cj el & slalsti=1818|E|&jE41=2l8

L . 228|113 2 18| 81E1E1Z | 2818124 E

Signs and Symptoms N EIER BEEA AR R L SRR 2
Abdominal cramps a .. .

N

* Achcs: muscle

. '

Aflect, labile

. Body image changes

—y
L

¢  Chest pain

% : . .
e  Analgesia (pinprick) v ) ) 9000 ¢ @
Angina ’ 4 & e ‘ ' i

" arores . |o] oleleooe o6 o . e |

| Amiery'? 10 00000 e e @ | 00
Arthythmia . o ) Q ;| @

~  Ataxia - @ i LI |
[ J
[ J

.Chilis’ il % [’
Circulatory collapse . . ' / '- . . :

. Coma . 1. 4 ’ . . 19  |@® [ J
Comprehension slow .P. . . . . . . . .
Convulsions - @ .1' ‘11 1@ 1’ [

67




~. Diarrhea

Table 11. Drug Slgnsan&/ mptoms-c‘ontiriued -

,..!

~
F]

Signs' and $ympt¢;ms

roe Lo
-V RN Y SRS
s FIRCAT
. LR {.
e e f -r,fn
A ¢ e .y
.7 aFf 'ra’, ¥
J. YA
L . ;'f -
" pre Ll
X e .
S N
I

Withdrawal

P»

Intoxtcatlon

-Quer\dose '

ol

* Depréssants

Alcob

-

Alcohol, _

-
By 23

St‘l’m\f!ants
, Dcm:'::ssa_\‘pts" o
:: '
Haflucinogehs

i

” Phencyclidine

g
5
C

-

K
i
s

Dfﬁmamﬁ
_Hallucinog'cm
,Ph;nc;rckdme

I + =
¢ .
] - N

5 " - LI TS
Y =

3

i . ~

3

7/
i

co®l
=

*Pelirium

Dcprme;:i mood

. .- * Stirnulants

o | .
L K
e ) i
ry A 07 ot
! . . T
5
-
£

@@
f" xS
@ ®

/ ‘,“’v‘“

el

e
@

Diplopia

a',

L]
-/ . P

Y. B

| @

*  Dysmetria

- f:luphofid '

o@ele

¥ " ~
3 . A
P co :
i - " d "
100000 ee
N | , .
iony -
LS

B R 2
TrieL |
A Pl By ' i I

quaung feglmg

CBOCIOCIN

R T .l (o, BN i 1 ‘}-‘-‘2_
Facual grxmacing BN & . FARH: il
o fa s . . 1 'h-.,__
. ,Faﬂgue . 13 B S .
- \“\‘ T ]
. -'. = [ - [ 4

—
.'Halluginations

(:/f . . _

o
/

Headaches ©  °

Hypérphagia ‘ L

Hypertension

," J.

' Hyperthesmia |




L Signs— and Symptoms

“

. Table 11. Drug Signs and Symptoms—Continued.

Withdrawak -

Intoxication

OverdOSQ

-

Alcohol

X

gf .

»

Qpiates

Aleohol

Stimulants

Phencyelidine

Hallucinogens
Alcohol

Stimulants

Hallucinogens
Phencyclidine

- Hipotonia

. Stimulants

2
=3
Q
@

B
g
3

e

Irritability

8
E.
Q
| J
|

@

. vm - . .
Licrimation -

'..

' SR .Mc;'riory—poor

® @ @] peprossants

:
® O

L ¢
‘ - Motor gizures égta'nd mal)’ o O [ J 1@
Y beatﬁ'drr' o, 13 @ | /1@ | |®
Ml dpdtnis gidiny) o [ |-

VP

' Nausea- ‘.{.’: AR

Hloerept;m(éooscﬁesh)

, - Nystaémus',"u_- N ’l.&"g \ o 4. 1@l L

_' Orthostatic hypotjns:on o ,, .l . ll'- S . ’ ! .‘JI :/ X
- ,. - t i B 3 %\' ~ P f A I ,“I" 3
e Parggthma ﬂ L @ . LR '-. . ,“ ‘ . T 2% PN BY

'Ps;ygl{odg {toxic) 5

}{u/éﬂs d:iatod B ,:" ’

£

"{Rlfigxeshyperdctivey

f ’ﬁqpimuonslqwaa’dshaﬂoﬁ o B
/ . e . 4 . "




! s
=
Ty

. - —
Lt Yawnitlg T
N

Table 11. Drug Signs ahd Sympto'm‘s;-'-C’o

+

-

.
L]

&

-

Fa

» N .
ntinued

intoxication .

" Overdose

Restlessness’

*

Rhinorrhes«” -

-

il -

» Skin pici:ili‘g

. Withdrawal .
- . ‘. \I L \}‘ E
L i ¥ EE Fl g
.0 IR I I A R R A ELE AN
. T2 E 1S E 2] & B[RS E12)E) 5151348
igns and Syroproms _<a‘£.q z SISI2|E1<| 28| 5EE

‘—Eﬁcegdisngrbancé .

‘ . - . Stimulants_

Sletpiness*

. L.-

Speichshuyed -

YO

‘:gi.

LY

E ? .

" Stare blank, "

£33 []
ol
by

S0

®e
@

+ Tachyeardip © vt

e

i
" ”
9@

- N
Y -
s

. Talkﬂﬁ%ﬂmv‘ :..

.
- -+
"

i - .
10 - (00 e
Va2 N
Ll

.. il '
Trémod .. [ - Yol

T
* ./_ )

@ - ’.. &

Tlee o e eee

Violence +* ~ o y ‘i' L b
; Ve o O 1
t ) ; y \AT‘; . t S ) h KN e -
. Vpﬂf!_t%ng I | . . .F 3
L) . . H -

e I

el o |®

. .




Annatated Listof - ..
Cyrhculum Mate

erial s got

adequate
o is.tsai:hing
i N ' P “ ,
Part1 L
- Instructjon) IBooks on ;
Teaqht Techniques,

FOLEY, 1/ Teaching Fech-

Tl'us anrha list of curncél
ended to Be comprehensive or ¢

£or the psychiatry Iacﬁlty member

" P 4n  SMILANSKY,
nigues: 4,
New Yo
pﬁ). -Off
the ¢
“~leczure!
’ of the use of Ju
. clinical proble

sefii-ranng fablés.

MAGER, R. F. Developing. dtit ward Leam-
... g Belmont, CA&: Feam itman Pub.,
. -1968. 10¢ pp. Shows the t r how to recog-

nize neganve or positive studént behavior to-*
ward. the subject bemgﬁght The preseénta-
ton centers; on approas 40 mmatmg posi-

five reactions after student, contact yith the
A

‘ sub)ecb-\/ ] , .
MAGER, % 7. Meamnug Inﬂrucfwna! Intent.
’ Belmont, CA: Fearon-Pitman Pub., 1973, 159 -

@. pp. Gives guidelines on devising test items that

)

: McGraw-Hijl Book Co., 1980, 171

excellcnt-adwce on how to prepare

conjent, and Summary of a

as well as how to take full advantage

ions, group dicnssions, and
solving. Containg some- ‘useful N

¥

“the teache: leamns how fo determine if his i in-

strucl’iqn is successful

" MaGeR. R % Goal Analym Belmont, CA. Fear.
. on-Pltman Pub 1975 135 pp. Very u&eful for ",

aboutssubstance usé disorders to medical students. Tt
is mergly material that has pm\t&d to be useful to the
author and his students.

andbook for Health Professiona8. .

§ abuse,

-

all teachers, it outlines practical appéoach o
how to develop and define teaching goals. Asin
most of the Mager books, practical examples are
degailed with Common sense approdches. The
Mager books are invaluable in planning and
e« alvating specific education ?als in substance

»

\#

- »

MAGER, R. F. Preparing Imfrucuonal Objectives. Bel-.

r

woop, L. and DAvis, B. 0. Designing and Evaluat-

meastie the iptent of your teaching goals. Thps, ,

mont, CA Fearon-Pitman Pub., 1975. 136 pp.

Helps th Fg reader to determine if there is &
teaching a subject and, if so. 1o,

a.scertam what your students, do not already

know abofit the sybject. This book then pre. , ¥

pares the reader to identify the important

, material to be taught and to develop original

teaching objectives. o
ing Higher Education Curricula. Available
through the ERIC Cleari nghouse, Washing-* 5 -
I\}D .C: George W’ashmg‘ton University. Of- ‘
a systematic approach to curgculum design
and evaluation. This small book attempts to
:denufy the ‘available research fnethodoloies '

"%in relation tp dmgmng and evaluating cur-, -~ ~

ricula. Case tudies- are used to illustrate thg
techniques at the hagher educationgl level-
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Part 2 -

5

‘Books, Articles, and Monographs on

N

Substance Abuse
Content -

CHAPPEL, . N. Human Behavior I1. Reno. University
of Nevada School of Medicine. 75 pp. Avajle
able from. the author. Qutlines the goals

. enabling, the student to understand and de- ~
scribe chemical dependency in the following
areas: "narcotics, GNS depressants including
alcohol, CNS stimulants, hallucinogens, and
volatile hydrocarbons. Alsa details the goal of
developing- positive artitudes in medical stu-,
dents toward substance abusers, and outlines
the medical ent for overdose, withe

wal, short- and long.term treatngent, and

, * ‘prevention.' It includes the STAK (Standard~
i2od Testeof Attitude-and Knowfedge in Sub.
stance Abuse), This well-organized guide con.

" ‘tains 48 recommended articles on substance

DAVIS, D. L, Chairpe'rson.:Ph)Irsician Education in Sub-
stance .Abuse: Cwriculum Objectives. In:
Galanter, M., ed. dicohol and Drug Education

. Supt. of Docs,, US. Govt. Print. Off,, 1980
* . pp. 27-33, Outlines the curriculum objectives
. For medical education in substance abuse ine

. :.éléldmg epidemiology, genetics, basic sciences,

qeultural “factors, psychological - factors,
diagnosis and treatment of overdose and with-
drawal stage, diagnosis and treatment of
intoxication, legal aspects, and prevention.
GRIFFIN, ]. Substance Abuse Curriculum. Départment
of Esychiatry, Emory University School E;I
. Medicine, Georgia Mental Health Institutd \o
:  Room 1664, 1256 Briarchff Rd., NE., Atlanta,
»,  GA 30306. Available.from the author, Qutlines
and ddtails objectives of a course on substance
abuse, Guide contains course lecture notes, ar-
ticles concerning research and treatfent of ale |
cohol and drug abuse, and student evaluation

Course Qutlines™and R

" " i -Medical Education. sWashington, D.C.: |

L

procedures. Objectives include developing posie

" tive attitudes of physiclans téward patients,
diagnoMs, treatment, followup therapy, and
prevention.

HOSTRTLER, J. R. Drug/dlcohol Abuse Module. Ohio
State University, Départment of Preventive
- Medicine,. 410 West.10th Ave., Columbus, OH .
*, 43201. 180 pp, Available frop the author. This
°  module includes objectives\gyd reading re-
sources for an independent stuly of alcohdlism
and other drugs of abuse. It i
_ ,substance abuse objectives develpped by the
- Career Teachers in Substance A
by NTAAA and NJQVA. ‘

~ KNOTT, D. H., and pAviS, T. Derelopment and Evalug-
tion of Alcohol arid Drug Abuse Curriculum for
Medical Students. Memphis: University of
Tennessee Medical School. 26 pp., plus STAK.
Available from the author. Qutlines the prob-

*  legns of standardized diagnostic criteria, confus
sion about the appropriate directions for treat-
ment of substance abuse, and lack of adequate

» goals. The outline then lists an essential core
cursiculum with spectfic overall objectjves. Ve:
thoughtful monograph. .

KRLG, R. 5. Prechinical Curriculum in Substance Abuse.

‘University of Oklahoma Health Sciences Cen-
ter, P.O. Box 26901, 800 Northeast 13th St.,, 3
Oklahoma City, OK, 73104. 36 pp. Available

: from the author. For figst and Yecond year stu.

dents in substance abuse with 20 lecture class

. . hours. Definition, etiology, diagnosis, and treat.

ment of substance abuse are detailed with infor-

=

) lrtion on withdrawal and recovery process.
" NATION

INSTITUTE ON DRUO apt St Substéncg Abuse
Knowledge Survey for Medicel Students and
s Physicians. Single copies available free from the




#

-

-
L]

National Clearinghguse .for Alcohol Informa.

tion (NCALI,, P.O. Box 2345, Rockville, MD
20852. One hundred multiple choice questions
that adequately survey the student’s krfowledge.
of substance abuse. Results can be compared
with other medical schools.

NATIONAL INBTITUTE ON DRUG ABUSE and naTIONAL

_INSTITUTE ON ALCGHOL ABUSE AND ALCOHOL-

. 1838, Aleohol and Drug Abuse in Medical Edu-
ration, Galanter, M., ed. Washingion} DC-
Supt. of Docs., U.S. Gov-t Print. Off,, 1930

_ 131 pp. This momgraph reviews the teachin
of alcohol and drug’abuse in U.S. medlf-fl
schools and contains recopnmended curriculum
material for course outiines and evaluation
techjiques. It also contains prd’ceedmgs of the

* National Conference on Medical Edication in
Alechol and Drug Abuse, 1977.

NATIONAL INSTITUTE 0N DRUG ABUSE and NATIONAL
INSTITUTE O ALCOHQL ABUSE AND ALGOHOL-
15M. Substance Abust Resource and Curric-
ulum Guides for Physician Assistants and
Nurse Practitioners, 139 pp. Single copies
, available free from' the \auonal Clearinghouse °
for Aleohol Information (NCALI), P.O. Box

+ 2345, Rockville, MD 20852, }\ll.hough intended

L]

-

g

ﬁ 3 e’ .
" Rksource Material'on
Substaﬁce Abuse Problems of
Womeri and Minority Groups
The foliowing material has been found to be practical

and useful for stimulation of small group discussions
,'on substafice abuse, .

.mwﬁms, M. 2, Aleohol information on black Ameri-

cans. Current status and future needs. Journal
on Alcokol and Drug Edication 25:28-40,
.1980. The author reviews 26 articles. on the
t.oplc, “Alcohol and Biacks,” in an annotated

-

L]

for physician assistants and nurse practitioners,
this well-organized 139-page curniculum guide
provides a valuable resource for informatio
detection, management, and prevention of ¢ b
stance abuse.

POKORNY, A.; and z1MBERG, 5. Alcohol-
d Drug Abuse Training Duting Psy-,
chtatry Residency. Available_from Downstate
Medical Center, Career Teather Center, 450
Clarkson Ave., Box 32, Brooklyn, NY 11203.
19 pp. Although this outline is infended for the
facurty and the teaching residents, it contains
some very useful information that can be in.
+ corporated into medical student teaching. Final
comments on curriculdm objectives are in-
cluded asan appendix.

SOLOMON, I

5

L]
¥

WHITFEELD, G. 1. Medical Education and Alcoholism.
Mar}fand State Medical Journal 29(10).77-
83, 1980. Brief review of past problems in teach-
ing substance abuse at medical schools and de-
scription of & resent curriculum at Maryland.
Emphasizes the importance of exposipg medi-
cal students to successfully recovered patients
early in the cumculum, preferably in the fresh-

manyear \f

-

bibhogtaphy that is quite usefi] for the teacher
of substance abuse, The lack of information and
research on the use of alcohol by black Ameri-
cans is also described.

FINNEGAN, L. P,, ¢4, Drug De}iendcncy in Pregnancy.
Clinical Managentent of Mother and Child.

DHEW Pub, No. (ADM) 79-678. Rockville,
Md. 1979. 109 pp. Exoellent descnpt:on of




’

prevalence of drug use in pregnancy with sub-

sequent effects on mother and child. Clinical -

. management of pregnancy, labor, delivery, and
postepartal carepis gt:eﬂczletailed. The impor-
tance of continuing care of mother and child is
emphasized. A compact book with a great deal
of useful information. Excellent.

_OLATT, N. M. Reflections on the treatment of alcoholic
"women. British Journal on Alcoholism 14:77-
83, 1978. A review of 30 articles on aleoholic
women, citing data that tends to reflect a greater
intolerance by husbands for alcoholic wises
{e.g., 10.5 percent divorced alcoholic riales as
. against 235 percent divorced aleoholic
women), suggesting this intolerance as a pos-
sible reflection of the prejudices of society. Very

good review article, *

GREELEY, A. M., MCCREADY, W. C.; and mms;zn, G.
Ethnic Drinking Subcultures. New York: }. F.
Bergen Pub., 1980. 138 pp. The authors review
the dnnkullhg ?—ehatlr:}r of the majctl::ﬁ ethrlg'c
groups in the United States. They define the
drinking and drug usage subcultures and also

* examine the effectsat attemped integragion into _

the new society. The original cultural assimila-
tion is examined and discussed in relation to
the development of substance abuse. A book
that is"a good beginning for the relative void in
the fiterature of ethnic substance abuse in the
United States.. - .

NATIONAL INSTITUTE ON ALCOHOL ABUSE AND ALCO-
Housy. U'nseen Crisis. Blacks and Alcohol.
Single.copy available free from the Natienal
Clearinghouse for  Alcohol Information
{NCALI), P.O. Box 2345, Rockville, MD

20852. Veny wpldgigneq pamphlet initiated

S

E

by NIAAA. The brochure containd“data that
shows that the incidence of alecholism is ine
creased by a coip¥ination of the following fac-
tors. poverty, movement from a rural area 10 a
city, age under 235, residence in a city, product
of a broken home. The iation between
these data and young city b
practical brochure that is good resource mate-
rial for communities as well as a useful hand-
out for patients and students.

SANDMAIER, M. Alcokol Abuse and Women. 25 pp, Sins
gle copies are available from the NationakClear-
inghouse for Aleohol Inférmation (NCALI),
P.O. Box 2343, Rockville, MD 20852. Pam-
phlet briefly reviews the problem of alcoholism
in women and describes some of the differences
in male and female alcoholics. Different causes |
of stress, different selfsimages, and differences in
drinking habits are explained by very typical
case descriptions. A practical guide for patients
and medical students.

SANDMAIER, M. The Invisible Alcoholics. New York:
McGraw-Hill Beock Co., 1981, 298 pp. The
author reviéws prejudicial attitudes toward the
drinking woman, which, began in ancient times
and still persist. She reviews the scope of the
problem, including ibed interviews with

. alcoholic women from djfferent epvironments: ¢

en, mirigrity women,
teenage girls, lesbians, and\women un skid row.
This book partiajly helps to tom te for the
lack of adequate knowledge about one-third of
the Nation’s alcoholics, Good reference source
for students. )

housewives, employed w

Other source material for this section can be found in »
references cited in parts 2 and 4]of this list,

- & ) -
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 Newsletters,. -+ . - ,
Miscelianeous Refergnces,and - ,
L3 . " - v
Monographs . * ' . SRONY .
- . ”»
Newsletters _ Miscellaneous References
ALCOHOL AWARENESS SERVICE. National Clearinghouse | crireria coMmirTee, Nga. Criteria for the diagnpsis of
‘Y for “Alkeohol Infarmation {(NCALI), P.O. Box alcoholisn, Annals of Interngl Medicine 77:
A 2345&:{0%‘_&11@ MD gt}:}:}?&bffugaﬁshed bi- 249-238, 1972, , '
N . montty. Ahis service publishes Driel SUminanies .., conorics anonysous. Dr. Bob and the Good Qld-
. U cunent material from publications in the timers. New York: Ah World Services, 1980.
: THE ALCOHOLISM REFORT. JSE Reports, 1264 National ] ovn‘xué.oﬁ:' Mzgncfbiw%tngg ’ ?nm‘; ﬁc&nasg‘i;go?
. Press B]dg-, Washington, DC 20045, Publxshed ' ne ke .Pl-lbl hed -’th i . 3
r bitveekly. A newsletter that summdrizes the .y 234?6 all l:d !mon y- A very useful
Y U~ mest recent Federa!l legistative and budgetary journal for all medical educators.
decisions on funding of alcoholism treatmént ~ SGHEDULE OF CONTROLLED sUBSTANGRS. Contains the
X and research, In most of these newsletter reports  * 1 five, scheddles of controllgd substances. Can be
*  isa brief review of abstracts of the mqst recent obtairted firom the EA agency. It is up-
articles thut the editor befieves to have some dated annually. .
important or interesting data, - . '
| NIAAA INFORMATION AND PRATURE-sERvICE. National L
ot o Aol jInfomaton  Monographs - Y
! P. ] X ] Vi e, . H . : oy
20852, Periodic news service that publishes CoHEN, sk’ andho?u:m, > ad’.hbsignfsﬁ of Dru
articles on alcohol pfegrams and research find- . and dicojiol Abuse. 1981, Medica onogr;r
ings; alio Iists upcoming mestings. . Series, National Instityte on Drug Abuse, Na-
. e " ) > tional Clearinghouse for Drug Abuse Informa-
THE PHARMCHEM NEWSLETTER. PharmChem Lab., tion, Room 10A-56, Parklawn Building, 5600
- 3925 Bohannon Dr., Menlo Park, CA 94125, Fishers Lane, Rockvilie, MD 20857. 117 pp.

|

) " Published bimonthly. Contains s

c!el'ma for 2 sen-

PROJZCT CON NecyioN~—Best Straf

ummari
anglysed of street drugs broughtin by users?and
serves t6 alert the'public about the circulation
of truly us street drugs. In addition,
mahy of the issues have an interesting article
&bout sproe drug of abuse or addiction.
ies. Alcohof, Drug
~ Abuse, arjd :Mental®> Health ‘Administrgtion,
®5600 Fishérs Lane, Rockville, MD 20852, De-
scribes suceessful approaches and practices of
States and communtties to improve communica-
tion between drug abuse treatment gnd the

examination,

helpfu] diagnostic tests and teaching tables, and
a gretut and post-test bwaluation for the
student,” - Cot

DUFGNT, R. L; GOLDSTEIN, #., O’'DONNELL, ].; gnd

BROWN, B., eds. Handbook on Drug Abuse..
1979, Nationa! Institute on Drug Abuge,
tional Clearinghouse for Drug Abuse I

Na-

W

]

ciiminal justijz systems. | . tion, Room 10A-56, Parkiaww Building, 5600 _
. . + .
N— K - R . . R .
. \, . - o . .




Fishers Lane, Rockville, MD 20857. 452 pp.

Reviews treatment modalities for narcotic
addicts, drug treatment problems in specific
populat®hs (women, young people, and
elderly.. psychosocial evaluation of drug users,
and epidemiological studies. The last chapter
is titled “Drug Treatment in the Future.”

INSTITUTE OF MEDICINE. Skéﬁng Pills, Insomnia, and

3

Medial Praciice. National Academy of Sci-
ences Report. 1979. Reprintéd by National

. Institute on Drug Abuse, National Clearing-

house for Drug Abuse, National Clearinghouse
for Drug Abuse Information, Room 10A-56,
Parklawn Building. 5600 Fishers Lane, Rock-
ville, MD 20857. 46 pp: Contains chapters on
epidemiology of sleep complaints and prescrib-
ing practices, public health problems asso-
ciated with hypnotic use, research on insomnia,
and an assessment of the hazards and benefits
of hypnotic drugs.

JAcOBSEN, 6. r. Diagnosis and” Assessment of Alcohol

Abuse and Alcoholism. 1976. National Institute
on Alcohol Abuse and Aleoholism, Natio
. Clearinghouse for Alcohol Information, P.O.

Box 2345. Rockville, MD 20852. 87 pp. A re-

view of diagnestic and assessment techniques

" that are specific for alcoholiszn. The specific

auestions addressed in the monograph are (1)
What specific alcoholism measuring instruments
exist? {2} What is known about the validity and
reliability of these instruments? (3) What are
the practical clinical applications? and (4)
What measuring or testing gaps exist in the field
of aleoholism?

£

LEWIS, . C., and SENAY, B. Treatment of Drugs and

Alcohol Abuse. 1981, Medical Monograph Se-
ries, National Institute on Drug Abuse, National
Clearinghouse for Drug Abuse Information,
Room 10A-56, Parklawn Building, 5600 Fish-

E]
- £
-

-

PETERS

~}
<

E]

ers Lane, Rockville, MD 20857, 112 pp. Con-
taing sections on how to respond to common
ce abuse emergencies, approach to-
Matose patient, specific treatment for drug
overdose and withdrawal, pharmacatherapy .
and sociotherapy of drug and alcohol abuse, and
experimental treatment modalities, There is a |
fteest and post-test evaluation for the student..

, R C. ed. Marijusna Research Findings.
1980. National Institute on Drug Abuse, Divi-
sion of Research, 5600 Fishers Lane, Rockville,
MD 20857, 225 pp. This excellent monograph
describes health findihgs m relation to mari-
juana use, chemistry and metabolism, effects on
memory and cognitiorl, effects on endocrine

. metabolism, association between use and change

in reproductive function, additive effects with
dther drugg, and potenyal therapeutic aspects of
marijuana. . .

soLoMoN, J. Guidelines for the Care of the Drug and

Alcohol Abusing Patient. 1977. Available from
the "author. Downstate Medical Center, Brook- ™"
lyn, NY. 17 pp. Quitlines the treatment of opi-

.ate overdoes, dependency, and withdrawal:

CNS depressant intoxication, dependence and

. withdrawal; aleohol intoxication and withdraw-

al; and stimulant intoxication.

THE WHOLE COLLEGE CATALOG ABOUT DRINKING. Re-

printed in 1980. National Clearinghouse for Al-
¢cohol Information, P.O. Box 2345, Rockville,
MD 20852. Reviews the current status of col-
lege attitudes and behavior assotiated with
drinking. Addresses the problem of whether or
not prevention may work at the college level.

. This monograph also presents basic facts on the
_metabolism and psychologic effects of alcohdl.

Tt offers helpful advice on program evaluation

ghat assesses the value of prevention and treat-

ment facilities on campus. . .
.



Part 5 B
‘Audiovisual Material

As with the first three parts of this section, it is im-

" practicalito adequately review even a majority of the
available audiovisual material. For more detailed in-
formation in this area, Alcohol and Drug Abuse Teach-
ing Methodology Guide for Medizal Faculty by Jeptha
Hostetler (in press), National Institute on Alcohol
Abuse and Alcoholism, is an excellent resource as is a
monthly publitation Projection ty the Toronto Addic-
tion Research Foundition, 33 Russell St., Toronto,
Ontario, Canada, M5S 251, which has a rating system
for alcohol and drug abuse films and videotapes.

A

ALCOHOL AND DRUG ABUSE AMONG PHYSICIANS. 33
U and 4™ or VHS video cassettes, eolor, 52
minutes, but can be used in two separate 26-
minute showings. Biomedi.al Communications
Department, Tulane University School,of Med-

" jcine, 1430 Tulape Ave, New .Orleans, LA

70112. Purchase, Records candid interviews
with two rehabilitated doctors and their wives
about their personal experiences with glcohol
and drug abuse. The interviews were conducted
from an audience of 160 freshman medical stu-
dents at Tulane Medical School. The doctors
and their wives honestly reflect on past prob-
lems of substance abuse and difficulties in re-
habilitation in relation to the family and’their
practice of medicine. In this unrehearsed inter-
Vview, questions from the students add to the
spontaneity pf the film. The presentation warns
medical students about the possible suscepti-
bility to alcoho! or drug de%dence and en-

LT

courages compassion for thefr colleagues, as
well as patients, with drinking 'and drug
problems.

DOCTOR, YOU'VE BEEN LiED TO, 16mm, 20 min. Ayerst
boratonies, 685 Third Ave., New York, NY

10017. Free loan; not available for purchase.

Film actor Patrick O'Neal, a recovered al-
coholic, with the help of interviews with phy
sicians and altoholic patiénts, offers guideEnes

on identifying and confronting the aleoholic

. .

.
-

patient. Information on the use of disulﬁr_am/
{Antabuse) is given as the end of this film.

. GALF, Is DEAD. 16 mm, 44 min. British Broadcasti g

"

Corp., 135 Maitland St., Toronto, Canada.
Purchase. A young girl has died from a heroin
overdose. The film explores the series of events
including school and institutional experiences
that led to her death. A chaotic relationship
with the patient's mother is part of the back-

ground. The fragmentation of her early life re- ~

sults in a sad commentary that prison provided
the friendliest environment to her.” Her final
days as a heroin addict are revealed by inter-
views with her addict friends. The psychologic
préblems leading to heroin addiction and result-
ing from it are revy by this historical ap-
proach to her background. -,

IDENTIFICATION OF THE ALCOHOLIC PATIENT. 34" video
cassette, 22 min. Department of Familv Prace
tice, University of Michigan Schigok of Medi-
cine, Ann Arbor, MI 48109, Usig the stydent

- to portrav a voung alcoholic patient 317 the parly
phase of his illness, an interview is skillfullyjcon-
ducted to show a sensitive approach to tha de-
nial mechanism, enabling the patient to start
taking an honest look at himself.

e LI
THE {NTERVENTION. 16 mm, 27 min. johnYon Institute,
# 10700 Olsen Memorial Hwy., Minneapolis,
MN 55441, Purchase. A well-acted film that
~gortrays a desperate husbandgf an alecoholic
W, professional help, which results in
an intervention. The final confréhtation with
the female alcoholic takes place with her hus-
band, son, daughter, son-in-law, concerned em-
ployer, and counselor. This confrontation meet-
ing, which is the goal of the intervention, issa
moving one. after very strong initial resistance
with denial, the patient tearfully breaks down
and starts to accept her drilflgng problem.

-+
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THB NEONATAL ABSTINENCE SYNDROME. DIAGNOSIS.
34" video cassette, color, 10 min. Career
Teacher Center, Baylor College of Me,dlcme,
1200 Moursund Ave., Houston, TX 77030
Purchase. An excellent teaching film demon-
strating the signs and symptoms of the neonatal
abstinence syndrome~The teaching techniques

~used are very good. Signs and symptoms are

’ ; listed, followed by the filmed demonstration of

the infants showing each of the signs and symp-

toms of the abstinence syndrome. Impréssive.

THE NEONATAL ABSTINENCE SYNDROME. MANAGEMENT
OF THE ACUTE PHASE OF COMPLICATIONS., 34"
s video cassette, color, 12 min. Career Teacher

Vo - Center,» Baylor College of Medicine, 1200
I3 \ﬁoursund Ave., Houston, TX 77030. Pur-

ase. Using the same teaching techniques
described in the previous video cassette, a
medication and treatment regimen is outlined.
Recognition and treatment of complications are
detailed. Another i 1rnpre§we film.

THE -SECRET LOVE OF SANDRA BLAIN. 16 mm, 27 min.

. Southerby Productions, Inc., Enferprises, P.O.

' Box 13403, Long Beach CA 90815. Rental or

purchase. ‘ Portrays a middle class housewife

. who is able to hide her drinking until it be-

» comes obvious to family and friends. Denial on

» the part of lier husband, as well as the patient,

interferes with therapy. Fmall), the alcoholism

) becomes so severe that the denial mechanism

no longer helps the patient to deceive herself
or her friends and family.

|
)
.
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Y.5. GOVEFNMENT PRIN’I‘IHG OIPICE :

"THREE, TRIGGER FILMS. Trigger films set a scene within

a brief period of time that should provoke an
interesting educational class discussion. These
films are not-intended for large teaching classes.
All three of the following trigger films can be
putchased.from the Addiction Research Foun-
dation, 33 Russell St, Toronto, Canada. A
printed outline of Leac}ung objectwes is en-
closed with each film.

BBFORE AND AFTER. 34" video cassette, Ymin.,
10 sec. Two couples discover they
have difficulty communicating with each
other and feel very uneasy without alcohot
or cigarette props. A discussion of the use
of social drugs to ald communication
should be provoked by this film.

¢HEERS, 3" video cassette, 4 min.,. 20 sec.
Scepes of teenage drinking in a park a
laundmnat, and at home. Stimulutes dis-

\ cussion about role models, parental ‘atti-

: tudes, and teenage behavior.
i :

SCHOOL DAYS. %" video cassette, 2 min., 20
sec. A faifure in school discipline in rela-
tion to 4 suspicious gathering of students
in the hallway is rtrayed A brief but

. sumuiatlng trigger film that usually results
' many varied responses ing what
the students were actually domg and why

i the teacher’s dmc:plme failed. ’ J
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